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P  E  E  F  A  C  E. 


The  design  of  the  present  work  is  to  give  an  account  of  the 
organic  diseases  of  the  kidney,  and  of  those  diseases  and  dis- 
orders of  which  the  chief  characteristic  is  some  alteration  of  the 
urine. 

The  work  naturally  falls  into  three  parts. 

The  first  part — which  may  be  regarded  as  introductory  to  the 
other  two — is  devoted  to  the  physical  and  chemical  properties 
of  the  urine,  and  to  the  various  alterations  which  it  undergoes 
under  different  circumstances  of  health  and  disease,  in  so  far — 
and  only  in  so  far — as  they  seem  to  have  a  practical  bearing. 
The  methods  of  examining  the  urine  for  clinical  purposes  are 
explained ;  and  the  significance  of  the  diverse  changes  experi- 
enced by  it  pointed  out.  The  naked-eye  and  microscopical  ap- 
pearances of  urinary  deposits  are  described  and  figured,  together 
with  those  of  the  extraneous  matters  which  accidentally  find 
their  way  into  the  urine. 

Of  the  vast  array  of  researches  on  the  composition  of  the 
urine,  and  the  rate  of  excretion  of  its  several  ingredients,  accu- 
mulated in  recent  times,  it  has  been  found  impracticable  to  give 
even  an  abstract,  without  greatly  exceeding  the  limits  of  practi- 
cal utility.  It  has  seemed  to  the  author  more  convenient  to 
consign  these  purely  chemical  and  physiological  materials  to 
separate  treatises,  in  the  manner  adopted  by  Keubauer  and 
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Vogel  and  Dr.  Parkes, — at  least  provisionally,  that  is,  until  such 
time  as  they  can  be  shown  to  possess  some  clinical  value. 
Further,  these  subjects  are  treated  so  amply  in  the  works  (in 
addition  to  those  of  the  authors  just  mentioned)  of  Beale,  Thu- 
dichum,  and  Hassall,  that  the  omission  of  them  has  caused  the 
author  little  regret.  It  is  hoped,  however,  that  nothing  has 
been  omitted  a  knowledge  of  which  possesses  any  interest  for 
the  actual  practice  of  medicine. 

The  second  part  treats  of  a  group  of  affections  which  may  be 
designated  briefly  as  "urinary  diseases,"  viz.,  diabetes  insipidus, 
diabetes  mellitus,  gravel  and  calculus,  and  chylous  urine.  In 
his  description  of  these  diseases  (with  the  exception  of  gravel 
and  calculus),  the  author  has  endeavored  to  present  an  analysis 
of  all  the  facts  hitherto  published  in  relation  to  them,  together 
with  those  which  have  fallen  under  his  own  notice.  In  the 
chapter  on  gravel  and  calculus,  prominence  has  been  given  to 
the  medical  treatment,  and  especially  to  the  author's  own  re- 
searches in  this  direction. 

The  organic  diseases  of  the  kidney  form  the  subject  of  the 
third  and  largest  part  of  the  work.  The  present  moment  is  not 
favorable  for  a  lucid  description  -  of  Bright's  disease  and  its 
allies.  ISTot  only  is  there  a  wide  divergence  of  opinion  as  to  the 
clinical  grouping  of  the  cases,  but  the  researches  of  the  last 
three  years  indicate  a  necessity  for  a  complete  revision  of  our 
previous  notions  regarding  the  minute  anatomy  and  the  func- 
tions of  the  kidneys.  The  observations  of  Henle,  and  of  the 
numerous  inquirers  who  have  followed  him,  have  shown  that 
the  course  and  structure  of  the  uriniferous  tubes  are  far  less 
simple  than  has  been  hitherto  supposed ;  and  the  experiments 
of  Oppler,  Perls,  and  especially  of  Zalesky,  challenge  the  very 
basis  of  the  current  opinion  of  the  functions  of  the  kidneys, 
and  send  us  back  to  the  older  view,  that  the  special  ingredients 
of  the  urine — urea  and  uric  acid — are  actually  formed  by  the 
kidneys,  and  not  merely  separated  by  them  from  the  blood.     A 
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brief  review  of  these  researches  is  given  in  a  note  at  p.  299,  and 
at  p.  360. 

The  less  frequent  affections  of  the  kidney — hydronephrosis, 
cystic  degeneration,  cancer,  tubercle,  parasites,  malpositions 
and  malformations — are  treated  analytically,  and  at  considerable 
length.  The  extreme  poverty  of  the  existing  English  systema- 
tic works  on  these  subjects  seemed  to  demand  this  compensa- 
tion. 

The  author  has  not  neglected  any  source  of  information 
within  his  reach.  He  is  especially  indebted  to  the  works  of 
Prout,  Bright,  Christison,  Frerichs,  Johnson,  and  Basham,  and 
to  the  more  comprehensive  treatises  of  Hayer,  Rosenstein,  and 
Julius  Yogel.  A  large  quantity  of  material  has  also  been  col- 
lected from  various  English  and  Continental  serials,  and  espe- 
cially from  the  valuable  issues  of  the  London  Pathological 
Society.  Finally,  the  author  is  under  a  special  debt  of  grati- 
tude to  his  friend  Mr.  Thomas  Windsor,  whose  labors  during 
the  last  ten  years,  in  connection  with  the  library  of  the  Man- 
chester Medical  Society,  have  alone  rendered  it  possible  to  write 
the  present  work  in  this  city. 

To  prevent  the  multiplication  of  foot-notes,  the  principal  re- 
ferences have  been  placed  at  the  heads  of  the  several  chapters. 


Manchester,  89  Mosley  Street, 
October,  1865. 
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CHAPTER   I. 

INTRODUCTORY. 

I. — SUMMARY  OF  THE    PROPERTIES    AND   COMPOSITION  OF  THE  URINE : 
ITS    PHYSIOLOGICAL    AND    PATHOLOGICAL    VARIATIONS. 

Healthy  urine  is  a  clear,  watery,  amber-colored,  saline  solu- 
tion, generally  acid,  with  a  specific  gravity  of  about  1020.  It 
contains  a  large  quantity  of  urea;  and  smaller  quantities  of  uric 
acid,  hippuric  acid,  creatine,  and  creatinine.  In  addition  to  these, 
which  are  its  characteristic  constituents,  the  urine  contains  cer- 
tain saline  substances,  namely ,  chlorides,  phosphates,  and  sidphatesr 
of  which  the  bases  are  soda,  potash,  lime,  and  magnesia;  also  mi- 
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mite  quantities  of  oxalic  and  lactic  acids,  ammonia.,  pigment  and 
other  substances  which  are  classed  under  the  head  of  extractive 
matters. 

All  these  substances  pre-exist  in  the  blood,  and  are  simply- 
separated  therefrom  by  the  secerning  action  of  the  kidneys. 

The  average  proportions  of  the  chief  constituents  of  the  urine 
may  be  judged  of  by  the  following  table,  which  has  been  con- 
structed from  a  large  number  of  the  best  analyses : 


Water, 
Solid  matters, 


Urea,    . 
Uric  acid, 


Extractives 


'  Creatine,  creatinine, 
Ammonia, 

Xanthine,  hypoxanthine, 
Sarcine.  pigment,  unoxidized 
sulphur  and  phosphorus,  mu- 
cus, &c.  &c, 


r 


^ 


Chlorine,    . 

Sulphuric  acid,    . 

Phosphoric  acid, 

Potash, 

Soda,  . 

Lime, 

Magnesia,   . 


954.81 
45.19 

21.57 
0.36 


6.53 


4.57 
1.31 
2.09 
1.40 
7.19 
0.11 
0.12 


The  composition  and  physical  properties  of  the  urine  may  un- 
dergo alterations  from  physiological  and  from  pathological  causes. 

Physiological  alterations. — The  physical  properties  of  the  urine, 
and  the  relative  proportion  of  its  ingredients,  vary  greatly  under 
the  different  conditions  of  healthy  existence.  Exercise,  rest,  the 
quantity  and  quality  of  the  food  and  drink,  digestion,  fasting, 
sleep,  the  quantity  of  the  cutaneous  transpiration,  atmospheric 
states,  &c,  react  on  the  urine;  and  are,  so  to  speak,  reflected  in 
its  composition. 

Some  of  the  urinary  constituents  are  derived,  wholly  or  in 
part,  directly  from  the  food.  This  is  especially  the  case  with 
the  saline  or  mineral  matters,  and  the  water.  When  the  diet  is 
especially  rich,  or  especially  poor,  in  any  of  these,  their  relative 
proportions  in  the  urine  rise  or  fall  correspondingly. 

Again,  certain  constituents  (especially  water)  have  other  ways 
of  passing  out  of  the  body  than  the  kidneys,  namely,  by  the 
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skin,  the  lungs,  the  intestines ;  and  if  these  show  any  unusual 
activity  the  composition  of  the  urine  is  necessarily  affected. 
The  greatest  constancy  of  proportion  is  exhibited  by  the  or- 
ganic (nitrogenized)  constituents — urea  and  uric  acid,  &c. — 
which  are  derived  from  the  disintegration  of  the  tissues ;  but 
even  these  oscillate  not  a  little  with  the  quantity  and  quality  of 
the  food,  and  with  exercise  or  rest  of  the  body.  The  reaction, 
which  influences  so  importantly  the  physical  properties  of  the 
urine,  and  its  capacity  for  holding  in  solution  certain  ingre- 
dients which  otherwise  tend  to  be  precipitated,  is  greatly  af- 
fected by  the  digestion  of  food,  and  may  be  changed  thereby 
from  acid  to  alkaline  during  several  hours  in  the  day. 

Pathological  alterations  may  be  distinguished  into  general  and 
special.  It  is  desirable  to  indicate  these  separately;  though 
practically  they  frequently  merge  into  each  other. 

General  pathological  alterations  are  those  which  depend  on 
some  general  bodily  disorder,  such  as  fever,  rapid  waste  of  the 
tissues,  ansemia,  &c.  Alterations  of  this  class,  although  of  great 
interest  for  the  elucidation  of  general  pathological  doctrines, 
have  very  little  symptomatic  value ;  and  it  has  not  been  shown 
that  a  particular  knowledge  of  them  in  an  individual  case  of 
disease,  is  capable  of  furnishing  any  information  on  diagnosis, 
prognosis,  or  treatment,  which  may  not  be  obtained  more  easily 
and  accurately  by  other  means,  namely,  by  physical  examina- 
tion of  the  organs,  temperature-measurements,  weighing  the  pa- 
tient, &c. 

Special  pathological  changes  are  :  (a)  those  in  which  some  new 
and  unnatural  ingredient  is  mixed  with  the  urine — such  as  al- 
bumen, sugar,  fat,  cystine,  blood,  pus,  fibrin,  epithelial  cells, 
spermatozoa,  &c. ;  (b)  those  in  which  some  constituent  is  present 
in  such  unnatural  proportion  that  the  circumstance  forms  a 
leading  feature  of  some  particular  disease — as  the  excessive 
quantity  of  water  in  diabetes,  the  excessive  diminution  of  urea 
.  in  Bright's  disease,  &c.  ;  (c)  those  in  which  some  constituent  is 
in  an  unnatural  physical  condition — thereby  producing  or  indi- 
cating a  particular  morbid  state — as  in  the  occurrence  of  uric 
acid,  oxalate  of  lime  and  earthy  phosphates,  as  urinary  deposits 
or  calculous  concretions. 

In  the  present  work,  physiological  and  general  pathological 
changes  of  the  urine  are  only  considered  in  so  far  as  they  pos- 
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sess  some  practical  interest.     The  special  pathological  changes, 
on  the  other  hand,  are  considered  at  length. 


II. METHODS  OF  EXAMINING  THE  URINE APPARATUS  REQUIRED. 

An  examination  or  analysis  of  the  urine  for  clinical  purposes 
is  much  more  restricted  in  its  objects  than  one  which  is  designed 
for  original  investigations. 

The  object  of  the  former  is  to  ascertain  those  points,  a  know- 
ledge of  which,  in  a  particular  case,  is  known  from  previous 
experience  to  throw  a  light  on  the  nature,  course,  diagnosis, 
prognosis,  or  treatment  of  the  disease.  The  object  of  the  latter 
is  to  obtain  new  and  additional  indications  in  the  same  direc- 
tions ;  it  embraces  every  conceivable  information,  and  is  conse- 
quently indefinitely  elaborate. 

The  subjoined  scheme  is  of  the  former  kind,  and  is  sufficiently 
simple  to  be  within  reach  of  every  practitioner.  It  requires 
only  an  elementary  knowledge  of  chemistry,  and  answers  nearly 
all  the  requirements  of  actual  practice. 

The  points  requiring  to  be  noted  in  an  examination  of  the 
urine  are — 

1.  The  general  appearance  and  color;    clearness  or  turbi- 

dity ;  presence  or  absence  of  deposit,  and  of  extrane- 
ous impurities. 

2.  Odor. 

3.  Reaction. 

4.  Specific  gravity. 

5.  Presence  or  absence  of  albumen :  if  present,  an  approxi- 

mative estimate  of  its  quantity. 

6.  Presence  or  absence  of  sugar :  if  present,  an  estimate  of 

its  quantity. 

7.  An  estimate  of  the  total  quantity  of  urine  in  twenty-four 

hours.  . 

If  there  be  a  deposit,  note — 

8.  Its  aggregation  and  color  :  whether  amorphous  or  crys- 

talline, light  or  heavy ;  manner  of  subsidence  or  pre- 
cipitation. 

9.  Solubility  or  insolubility  by  heat ;    solubility  in  nitric 

acid,  in  acetic  acid,  in  liquor  potassse ;  insolubility  in 
both  acids  and  alkalies. 


APPARATUS. 


21 


10.  By  the  microscope  :  absence  or  presence  of  crystals, 
their  appearance  and  form ;  of  epithelial  cells — renal 
or  extra-renal ;  of  blood  disks ;  pus  globules  ;  sperma- 
tozoa; fibrinous  cylinders ;  confervoid  vegetations,  &c.~ 


Fig.  1. 


Apparatus  for  urine-testing.  A.  Urine-glass — depth,  5J  inches  ;  diameter,  1£  inch. 
B.  Urinometer.  C.  Burette,  graduated  in  grains.  D.  200-grain  measure.  E.  Stand  of 
urine-tests. 


The  apparatus  required  consists  of — 

1.  Three  or  four  urine-glasses.    Fig.  1,  A. 

2.  Litmus  paper. 

3.  Urinometer.    B. 

4.  Half  a  dozen  test-tubes. 

5.  Spirit-lamp. 

10.  Drop-tubes  and  stirring  rods. 

11.  Prepared  copper  solution. 

12.  Graduated  burette.     C. 
13 
14 
15.  Small  flask. 


Two-hundred-grain  measure. 
Six-ounce  graduated  measure. 


6. 
7. 
8. 
9. 


D. 


Nitric  acid. 
Acetic  acid. 
Liquor  potassse. 
Liq.  Ammon.  fort. 
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These  may  be  conveniently  arranged  together  for  use  on  a 
circular  stand  of  two  tiers,  as  represented  at  E.1 

A  microscope  is,  of  course,  essentially  necessary.  It  should 
be  provided  with  a  first-class  J-inch  object-glass,  and  an  eye-piece 
to  magnify  not  less  than  240  diameters. 

III. — EXTRANEOUS  MATTERS  IN  URINE. 

It  is  important  that  the  student  should  be  familiar  with  the 
appearance  of  certain  extraneous  matters  which  are  apt  to  find 
their  way  into  the  urine  after  emission,  and  be  mistaken  for 
urinary  deposits. 

Cotton  fibres  (see  Fig.  2,  a)  have  a  flat  limp  appearance,  are 
often  folded  on  themselves,  usually  with  a  darker-looking  medul- 
lary part ;  sometimes  they  present  the  appearance  of  narrow 
glassy  cylinders.  They  vary  in  breadth  from  ■$■£$■$  to  t^o  of  an 
inch.  Flax  fibres  (b)  are  jointed  at  intervals,  and  have  a  round, 
solid  appearance.  Their  broken  ends  are  usually  torn  into  a 
brush  of  fibrillse.  When  sharply  bent  they  break  with  a  "  green- 
stick"  fracture.  Woollen  hairs  (e)  present  the  appearance  of  hard 
cylinders,  with  fine  transverse  markings  and  slight  serrations 
along  their  margins.  From  their  elongated  form  and  somewhat 
similar  diameters  these  three  objects  are  liable  to  be  mistaken 
for  casts  of  the  uriniferous  tubes.-  The  latter,  however,  are  dis- 
tinguished by  their  softer  aspect  and  less  defined  outline,  and 
they  are  never  fibrillated  at  their  extremities. 

A  few  air-bubbles  (d)  are  generally  retained  beneath  the 
covering-glass  of  the  microscopic  slide,  and  are  apt  to  puzzle 
students.  If  small,  they  are  spherical ;  if  large,  irregularly  flat- 
tened. They  are  identified  by  their  strong  refraction,  deeply- 
colored  thick  borders  and  clear  centres.  Oil  globules  (e)  are 
sometimes  present  in  urine  as  a  morbid  product,  in  which  case 
they  are  always  very  minute ;  but  very  often  as  accidental  im- 
purities. They  may  be  derived  from  the  use  of  an  oiled  cathe- 
ter; from  milk,  butter,  broths,  and  other  articles  of  food;  from 
oily  substances  previously  contained  in  the  insufficiently  cleansed 

1  This  stand  was  constructed  for  me  by  Mr.  Payne,  of  the  firm  of  Mottershead 
&  Co.,  Market  Place,  Manchester,  from  whom  similar  ones  may  be  obtained, 
completely  furnished,  for  the  price  of  £2  2s.  With  the  stand  is  supplied  a 
printed  card,  containing  directions  for  urine-testing. 
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bottle  in  which  the  urine  has  been  conveyed  for  examination. 
Oil  globules  have  a  less  strongly  marked  outline  than  air-bub- 
bles ;  they  appear  flatter,  and  have  generally  a  distinctly  yellow- 
ish tint. 

Fig.  2. 


Extraneous  matters  found  in  urine,  a.  Cotton  fibres,  b.  Flax  fibres,  c.  Hairs,  d.  Air- 
bubbles,  e.  Oil  globules,  f.  Wheat  starch,  g.  Potato  starch,  h.  Rice-starch 
granules,     iii.  Vegetable  tissue,      k.  Muscular  fibres. 


From  the  sputa  may  be  introduced  portions  of  bread,  meat, 
fresh  vegetables,  as  well  as  the  epithelial  debris  of  the  oral  cavity 
and  air-passages.  Starch  granules  find  their  way  into  the  urine 
from  certain  articles  of  food,  or  the  use  of  tooth  and  cosmetic 
powders,     Wheat  and  potato  starch  granules  are  recognized  by 
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their  concentric  lines  and  hilus  (f  g).  Rice  granules  are  very 
minute  cubical  bodies  (A).  If  the  granules  are  ruptured  by  the 
operations  of  cookery  (as  in  bread,  puddings,  gruel,  &c),  they 
can  no  longer  be  identified  by  their  forms,  but  a  drop  of  iodine- 
water  insinuated  beneath  the  covering  glass  instantly  strikes  a 
deep  blue  color  with  them.  Fcecal  matters  may  mingle  with  the 
urine  by  inadvertence,  or  they  may  find  their  way  into  the  blad- 
der through  a  fistulous  communication  with  the  intestines. 
Their  presence  is  recognized  by  the  food-remnants  which  they 
contain.  At  (i)  and  (k)  are  represented  vegetable  tissues  and 
muscular  fibres  which  were  detected  in  the  urine  of  a  patient 
whom  I  saw  with  Mr.  Jameson  of  Heywood.  The  urine  was 
not  sensibly  fsecal  to  the  smell;  but  the  discovery  of  these  struc- 
tures in  it  proved  decisively  the  existence  of  a  narrow  commu- 
nication between  the  bowels  and  the  urinary  tract,  and  threw  a 
strong  light  on  an  otherwise  very  obscure  case.  Particles  of 
soot  and  sand,  and  other  matters  which  may  be  designated  as 
dirt,  are  of  frequent  occurrence.  They  are  dark  shapeless  masses 
of  various  sizes,  and  all  dissimilar.  Any  object  of  undefined 
shape,  of  which  there  are  none  similar  to  itself  in  the  field,  may 
almost  with  certainty  be  set  down  as  dirt. 

IV. — CHANGES    IN   THE    URINE    ON  KEEPING. 

The  changes  which  take  place  in  urine  after  emission  are  a 
frequent  source  of  misapprehension.  Taking  the  reaction  of  the 
urine  as  a  guide,  these  changes  may  be  said  to  take  place  in  two 
opposite  directions,  namely,  towards  excessive  acidity  on  the  one 
hand,  and  towards  alkalescence  on  the  other. 

1.  It  has  been  found  that  healthy  urine,  when  exposed  to  the 
air,  undergoes  a  regular  series  of  spontaneous  changes,  to  which 
Scherer1  gave  the  name  of  acid  urinary  fermentation.  The  main 
feature  of  this  process  is  a  progressive  increase  of  the  acid  reac- 
tion. As  a  consequence  of  this,  there  usually  occurs,  first,  a 
precipitation  of  the  amorphous  urates,  then  of  uric  acid,  and 
often  of  oxalate  of  lime.  Frequently,  likewise,  confervoid  vege- 
tations, either  the  mould  or  sugar  fungus,  make  their  appearance. 
The  acidity  goes  on  steadily  increasing  for  some  four  or  five 

1  Annalen  d.  Chemie  und  Pharm.,  Band  42,  p.  171. 
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days,  sometimes  for  a  week  or  ten  days,  and  then  begins  to  de- 
cline, as  the  urine  passes  into  a  state  of  putrefaction.  It  now 
becomes  opaque  from  the  development  of  myriads  of  minute 
linear  particles  (vibrios) ;  the  odor  and  reaction  of  ammonia," 
together  with  an  offensive  effluvia  of  putrescence,  become  per- 
ceptible. The  amorphous  urate  deposit  will  now  be  found 
changed  into  dark  round  masses  of  urate  of  ammonia ;  uric  acid 
crystals  give  place  to  bright  prisms  of  triple  phosphate,  and  an 
abundant  sediment  of  amorphous  phosphate  of  lime  sinks  to  the 
bottom  of  the  vessel.  The  confervoid  vegetations  cease  to  grow 
with  the  change  of  reaction ;  and  finally  perish  as  the  secretion 
becomes  fairly  putrid. 

But  matters  do  not  always  pass  thus.  Urines  of  low  specific 
gravity,  or  of  low  acidity,  either  do  not  pass  through  this  cycle 
of  changes  at  all,  or  do  so  in  a  very  imperfect  manner.  Their 
acidity  undergoes  no  appreciable  increase;  and  in  a  day  or  two, 
or  even  in  a  few  hours,  they  become  ammoniacal. 

The  increased  acidity  which  occurs  in  the  progress  of  the  acid 
urinary  fermentation  depends  chiefly  on  the  generation  of  lactic 
acid,  partly  also  on  the  production  of  acetic  acid.  Scherer  believes 
that  the  mucus  of  the  bladder  acts  as  a  ferment  on  the  urinary 
pigment,  and  transforms  it  into  lactic  acid.  Like  other  fermen- 
tative processes,  this  one  is  impeded  or  arrested  by  alcohol  and 
by  boiling ;  also  by  removing  the  ferment  (the  vesical  mucus) 
by  filtration. 

2.  The  changes  which  take  place  in  an  opposite  direction, 
that  is,  towards  alkalescence,  are  much  more  prone  to  mislead 
than  those  just  described.  The  transformation  of  urea  into  car- 
bonate of  ammonia  {see  Reaction)  is  a  frequent  source  of  confu- 
sion in  the  examination  of  the  urine.  This  transformation  is 
brought  about  with  great  rapidity  by  contact  with  any  decom- 
posing organic  matter,  especially  by  the  contact  of  decomposed 
urine.  The  physical  and  chemical  characters  of  the  secretion 
are  then  so  altered,  that  it  is  unfit  for  clinical  examination,  and 
should  invariably  be  rejected,  except  in  cases  where  the  trans- 
formation takes  place  within  the  urinary  passages,  and  a  more 
natural  specimen  is  therefore  not  procurable. 

In  consequence  of  these  changes  it  is  desirable  to  examine  the 
urine  within  a  few  hours  of  the  time  of  emission.  Certain  or- 
ganic deposits  are  liable  to  be  greatly  altered,  or  altogether  de- 
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stroyed,  by  an  exposure  of  twelve  or  twenty-four  hours,  even 
when  the  more  obvious  characters  of  the  secretion  have  not  un- 
dergone a  perceptible  change.  Blood  corpuscles,  renal  epithe- 
lium, renal  casts,  are  very  rapidly  disintegrated,  especially  if  the 
urine  be  of  low  specific  gravity.  On  the  other  hand,  pus,  pave- 
ment epithelium,  and  spermatozoa  resist  much  longer  without 
effacement  of  their  microscopical  characters  ;  and  they  may 
generally  be  recognized  without  difficulty  in  urine  far  advanced 
in  putrefaction. 


CHAPTER    II. 

PHYSICAL  PKOPEKTIES  OF  THE  UKINE. 


I. — ODOR. 

The  natural  odor  of  healthy  urine  is  faint  and  peculiar;  it 
may  be  described  as  urinous;  it  is  due  to  the  presence  of  certain 
volatile  organic  acids.  The  addition  of  a  mineral  acid  greatly 
intensifies,  and  to  a  certain  extent  modifies,  the  urinous  odor. 
The  sense  of  smell  is  a  rough  test  of  the  presence  of  ammonia, 
and  of  the  freshness  of  the  secretion,  or  the  advent  of  putrefac- 
tion. When  urine  is  alkaline  from  fixed  alkali,  it  has  a  sweet- 
ish aromatic  odor  like  that  of  the  fresh  urine  of  the  horse  or  ox. 
In  this  way  the  smell  of  the  urine  comes  to  be  a  ready  indication 
of  its  reaction. 

Certain  drugs  (turpentine,  copaiba,  cubebs),  and  certain  arti- 
cles of  food  (asparagus,  garlic)  communicate  peculiar  odors  to 
the  urine  which  lead  to  their  immediate  detection.  Diabetic 
urine  when  fresh  has  a  faint  whey-like  fragrance,  and  when  fer- 
menting it  smells  like  sour  milk.  Urine  containing  blood  or 
sanious  discharges  from  the  genital  passages  emits  a  stale,  offen- 
sive  smell,  like  the  washings  of  slightly  tainted  flesh. 

II. — COLOR. 

The  color  of  the  urine  in  health  is  a  yellowish  brown.  It  va- 
ries in  intensity  from  the  palest  straw  to  a  full  amber.  The 
study  of  urinary  pigments  is  one  of  great  inherent  difficulty ; 
and  it  has  been  rendered  truly  intricate  by  the  multiplication  of 
new  terms  by  successive  investigators,  and  the  confounding  of 
pigments  produced  by  decomposition  with  those  really  pre-ex- 
isting in  the  urine.    In  drawing  up  the  following  account,  I  have 
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had  the  advantage  of  perusing  the  manuscript  of  a  comprehen- 
sive paper  shortly  to  be  published  by  Dr.  Schunck,  of  this  town, 
who  has  made  urinary  pigments  the  subject  of  special  study  for 
several  years.  Dr.  Schunck  has  placed  the  subject  in  a  much 
clearer  light  than  previous  writers;  and  he  has  kindly  permitted 
me  to  use  some  of  his  materials  for  the  purpose  of  the  present 
publication. 

The  coloring  matters  encountered  in  the  urine  may  be  divided 
into  four  categories,  viz. : 

1.  Normal  pigments  of  healthy  urine. 

2.  Pathological  pigments  due  to  disease. 

3.  Derived  pigments  due  to  decomposition  of  the  normal 

pigments,  or  of  certain  color-yielding  extractives  of  the 
urine. 

4.  Adventitious  pigments  due  to  admixtures  of  bile,  blood, 

hsematin,  pus,  &c,  with  the  urine,  or  to  the  adminis- 
tration  of  certain   drugs, — logwood,  rhubarb,  senna, 
santonin,  &c. 
1.  Normal  pigments  of  healthy  urine. — Dr.  Schunck's  investiga- 
tions have  led  him  to  the  conclusion  that  the  ordinary  color  of 
normal  urine  is  due  to  the  presence  of  two  substances  having 
the  properties  of  extractive  matters.    He  has  succeeded  in  sepa- 
rating these  from  one  another,  and  from  the  other  constituents 
of  the  urine.     They  have  then  the  appearance  of  dark  yellow 
syrups,  being  quite  amorphous  and  deliquescent,  with  a  peculiar, 
rather  pleasant  (not  urinous)  odor,  and.  a  strong  acid  reaction, 
which  proceeds  from  the  presence  of  organic  acids  resulting 
from  their  spontaneous  decomposition.    The  dilute  watery  solu- 
tions of  these  extractives  have  exactly  the  same  color  as  urine 
itself. 

One  of  these  extractives  is  soluble  in  alcohol  and  ether  as 
well  as  water.  Its  composition  is  expressed  by  the  formula 
CggH^NO^,  and  does  not  vary.  In  a  long  series  of  experiments 
made  with  urine  obtained  at  different  times  and  from  different 
places,  Dr.  Schunck  always  found  its  composition  the  same.  It 
is  decomposed  at  a  boiling  temperature,  yielding  a  large  quan- 
tity of  a  brown  resin  and  volatile  organic  acids.  Its  watery  so- 
lution becomes  several  degrees  darker  on  the  addition  of  sul- 
phuric or  hydrochloric  acidj  and  a  brown  resinous  substance  is 
gradually  deposited. 
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The  other  extractive  matter  is  soluble  in  water  and  alcohol, 
but  not  in  ether.  Its  formula  is  C38H27!N"028.  It  need  not  neces- 
sarily pre-exist  in  urine;  indeed,  Dr.  Schunck  is  nearly  certain 
that  it  is  formed  from  the  preceding  during  the  process  of  pre- 
paration. 

2.  Pathological  'pigments. — The  most  familiar  of  these  is  a  red- 
dish-pink pigment  (purpurine  of  Bird,  and  uro-erythrine  of  Hel- 
ler), which  makes  its  appearance  in  various  febrile  and  other 
complaints.  Purpurine  has  an  intense  affinity  for  uric  acid  and 
the  urates,  and  when  the  latter  are  thrown  down  as  a  deposit  it 
communicates  to  them  a  beautiful  pink  color.  Purpurine  abounds 
in  the  urine  of  persons  suffering  from  severe  organic  diseases, 
and  especially  organic  diseases  of  the  liver;  it  is  likewise  present 
in  all  febrile  and  inflammatory  urines.  It  is  said  to  be  abundant 
in  poisoning  by  lead  and  other  metals. 

3.  Derived  pigments. — Schunck  has  shown  that  the  normal  pig- 
ments of  the  urine  are  extremely  susceptible  of  decomposition. 
All  strong  alkaline  or  acid  reagents,  and  even  simple  boiling, 
are  sufficient  to  change  them;  and  there  is  little  doubt  that  a 
considerable  number  of  the  substances  described  by  previous 
writers  as  pigments  pre-existing  in  the  urine,  were,  either  partly 
or  wholly,  products  of  such  decompositions.  Among  these  may 
be  enumerated  the  various  brown  and  blackish  resins  of  authors, 
the  melanic  acid  of  Prout,  the  urcematin  of  Harley,  and  probably 
the  urochrome  of  Thudichum. 

The  discovery  oiindican  (or  a  substance  closely  resembling  it) 
as  a  normal  constituent  of  the  urine  by  Schunck,  afterwards  con- 
firmed by  Carter,  has  thrown  a  strong  light  on  the  nature  of 
some  of  the  pigments  found  in  urine.  This  substance  does  not 
itself  impart  color  to  the  secretion,  but  it  yields  by  decomposi- 
tion two  colors  well  known  in  the  arts,  viz.,  indigo-blue  and  indigo- 
red  (uro-glaucine  and  urrhodin  of  Heller).  Indigo-blue  is  fre- 
cpiently  seen  in  putrescent  urines,  forming  glistening  blue  shreds 
and  films  on  the  sides  of  the  glass  and  the  surface  of  the  urine. 
Occasionally  it  is  observed  clinically.  It  was  so  noticed  by 
Prout,  who  clearly  indicated  its  nature  and  composition.  It  is 
also  probably  identical  with  the  cyanourine  of  Braconnot,  In 
the  highly  ammoniacal  urine  of  cystitis,  I  have  seen  on  two  oc- 
casions the  precipitated  urate  of  ammonia  tinted  of  a  beautiful 
violet  by  indigo-blue.     The  quantity  of  indican  in  urine  varies 
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from  a  mere  trace  to  a  considerable  proportion.     Hitherto  no 
clinical  significance  has  been  attached  to  its  variations. 

4.  Adventitious  pigments. — In  jaundice  the  coloring  matter  ot 
the  bile  is  freely  excreted  by  the  kidneys,  and  communicates  to 
the  urine  a  color  varying  from  a  saffron-yellow  to  a  dark  olive- 
green.  Bile-pigment  in  urine  may  be  discovered  by  placing  a 
few  drops  of  the  secretion  on  a  white  porcelain  plate,  with  a  few 
drops  of  nitric  acid  in  juxtaposition.  The  two  fluids  are  brought 
into  contact  by  inclining  the  plate;  if  bile  be  present,  a  beauti- 
ful play  of  colors — violet,  green,  and  red — is  observed,  which 
passes  rapidly  away.  Bile-pigment  appears  in  the  urine  before 
the  skin  is  perceptibly  discolored:  it  also  continues  after  the 
skin  has  attained  its  natural  tint;  so  that  its  recognition  is  some- 
times a  useful  warning  of  impending  jaundice,  or  a  verification 
of  a  pre-existing  jaundice.  When  a  urine  containing  bile  is 
kept  for  some  days,  it  sometimes  changes  to  a  grass-green  color 
from  oxidation  of  the  biliary  pigment. 

Dr.  Harley  considers  that  the  presence  of  the  biliary  acids  in 
the  urine  is  characteristic  of  jaundice  from  retention  of  bile, 
as  distinguished  from  jaundice  arising  from  suppression  of  bile. 
For  the  detection  of  the  biliary  acids  he  recommends  that  a 
couple  of  drachms  of  the  urine  be  poured  into  a  test-tube  with  a 
small  fragment  of  loaf  sugar.  Then  about  half  a  drachm  of 
strong  sulphuric  acid  should  be  slowly  added,  in  such  a  manner 
that  the  two  fluids  shall  not  mix.  If  biliary  acids  be  present, 
there  will  be  observed  at  the  line  of  contact  of  the  acid  and 
urine,  after  standing  a  few  minutes,  a  deep  purple  hue.1  In  a 
case  of  long-standing  retention  of  bile  from  compression  of  the 
common  duct  by  a  cancerous  growth  of  the  head  of  the  pan- 
creas, which  I  recently  saw  with  Dr.  Henry  Simpson,  only  a 
brandy-red  coloration  of  the  urine  was  produced  by  the  applica- 
tion of  this  test. 

Blood  and  pus  mixed  with  the  urine  communicate  to  it  their 
appropriate  colors.  (See  Hematuria,  H^matinuria,  and  Pus 
in  Urine.) 

Certain  medicinal  and  poisonous  substances  administered  inter- 
nally produce  peculiar  alterations  of  color  in  the  urine.  Crea- 
sote,  and  the  external  application  of  tar  ointment,  have  been 

1  Harley  on  Jaundice,  p.  61. 
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known  to  produce  a  very  dark,  almost  black  urine.  In  some 
cases  of  this  kind  which  occurred  in  Guy's  Hospital,  Dr.  Odling 
identified  the  dark  coloring  matter  with  indigo-blue,  and  he 
pointed  out  the  close  chemical  relations  between  indigo  and 
creasote.1  Marcet,  Prout,  and  Dulk  have  also  described  cases 
in  which  a  black  coloring  matter  existed  in  the  urine.  In  pa- 
tients taking  gallic  acid  a  dusky  hue  is  communicated  to  the 
urine.  Vogel  records  an  instance  of  black  discoloration  of  the 
urine  after  poisoning  by  arseniuretted  hydrogen.  (See  ILema- 
tinuria.) 

Rhubarb  given  internally  colors  the  urine  a  deep  gamboge- 
yellow,  which  is  changed  to  red  by  the  addition  of  ammonia. 
Senna  communicates  a  brownish,  and  logwood  a  reddish  tinge  to 
the  urine  when  administered  as  infusions.  Santonin  imparts  a 
conspicuous  red  color  to  the  urine  if  it  be  alkaline. 


•       III. — DENSITY   OR   SPECIFIC    GRAVITY. 

The  specific  gravity  of  the  urine  is  estimated  by  means  of  the 
urinometer.  This  instrument  indicates  whether  the  urine  is 
concentrated  or  dilute :  and  as  the  range  of  health  is  very  great, 
the  density  does  not  yield  direct  indications  of  disease ;  never- 
theless the  information  thus  furnished  is  in  some  cases  of  great 
importance,  and  indicates  at  once  the  path  of  further  research. 

The  usual  range  of  density  in  healthy  urine  extends  from  1015 
to  1025 ;  but  it  frequently  mounts  above  or  sinks  below  these 
limits.  After  abundant  potation  on  an  empty  stomach  the  urine 
is  profuse  in  quantity,  clear,  and  dilute  as  water.  Under  such 
circumstances  the  density  may  fall  as  low  as  1000.6,  and  num- 
bers varying  from  1002  to  1008  are  common.  Copious  drink- 
ing on  a  full  stomach  has  comparatively  little  immediate  effect 
on  the  flow  of  urine.  Prolonged  fasting  renders  the  urine  con- 
centrated. How  high  it  is  possible  for  the  density  to  mount  in 
healthy  individuals  it  is  difficult  to  say ;  but  I  have  known  it  as 
high  as  1036.  With  this  very  considerable  range  in  health, 
caution  must  be  exercised  in  drawing  inferences  from  any  un- 
usual depression  or  elevation  of  the  density  in 'disease.  If,  how- 
ever, the  urine  exhibit  habitually,  and  especially  in  the  morning 

1  Bird's  Urinary  Deposits,  5th  ed.  p.  336. 
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before  breakfast,  when  the  urine  is  naturally  concentrated,  a 
density  below  1015,  the  presence  of  albumen  in  it  may  be  sus- 
pected; if  the  density  persist  at  a  still  lower  point — 1005  to  1008 
— the  existence  of  insipid  diabetes  is  to  be  apprehended.  After 
hysterical  paroxysms  in  women,  after  similar  attacks  in  men, 
and  sometimes  in  the  apoplectic  state,  the  urine  is  discharged 
in  large  quantity  and  of  exceedingly  low  density. 

On  the  other  hand,  a  density  above  1025,  especially  in  a  pale, 
apparently  dilute  urine,  is  strongly  suspicious  of  the  presence  of 
sugar:  and  the  higher  densities,  from  1035  to  1050,  belong 
almost  entirely  to  saccharine  diabetes.  Yet  not  exclusively  so  : 
the  heaviest  urine  ever  submitted  to  my  examination,  which 
had  a  density  of  1065,  did  not  contain  a  particle  of  sugar,  but 
a  very  large  quantity  of  albumen. 

A  high  density  in  a  urine  free  from  sugar  indicates  concen- 
tration, and  more  particularly  a  large  percentage  of  urea.  In 
the  febrile  state  there  is  an  absolute  increase  of  urea,  uric  acid 
and  the  sulphates  in  the  urine,  with  a  diminished  elimination  of 
water,  consequently  the  specific  gravity  ranges  high.  The  urine 
has  also  a  high  density  when  there  is  rapid  wasting  of  the  tis- 
sues, especially  if  their  be  concurrent  sweating  or  diarrhoea,  in 
simple  abstinence,  after  profuse  perspiration  from  any  cause, 
and  after  excessive  ingestion  of  nitrogenizecl  food  without  a  cor- 
responding use  of  aqueous  fluids. 

From  the  density  of  the  urine,  a  rough  estimate  may  be  formed 
of  the  percentage  of  solid  constituents  contained  in  it ;  and  if 
the  quantity  voided  in  twenty-four  hours  be  known,  the  daily  ex- 
cretion of  what  may  be  called  "  solid  urine"  can  be  approxima- 
tively  ascertained.  Tables  have  been  constructed  on  an  experi- 
mental basis,  exhibiting  the  quantity  of  solid  matters  per  1000 
parts  in  urines  of  different  specific  gravities ;  and  formulae  have 
been  proposed  by  means  of  which  the  same  result  can  be  ob- 
tained by  a  simple  calculation.  Probably  the  most  accurate,  as 
well  as  the  simplest,  formula,  is  that  proposed  by  Trapp.  Ac- 
cording to  this,  if  the  two  last  figures  of  the  sp.  gravity  are 
doubled,  the  quotient  represents  the  amount  of  solid  matters 
per  1000.  A  thousand  grains  of  urine,  sp.  gravity  1020,  would 
therefore  contain  40  grains  of  solids. 

This  method  yields  but  rough  approximations.  If  the  urine 
were  a  solution  of  a  single  substance,  or  of  a  number  of  dif- 
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ferent  substances  in  a  fixed  proportion  to  each  other,  the  rising 
and  falling  density  would  indicate  accurately  the  varying  strength 
of  the  solution;  but  the  urine  is  a  fluid  of  complex  composition, 
and  its  numerous  constituents  vary  every  hour  in  their  mutual" 
proportions,  so  that  the  results  obtained  in  this  way  cannot  be 
regarded  as  exact  estimates.  Vogel  took  the  trouble  to  inquire 
what  are  the  precise  limits  of  error  in  this  method ;  and  he  as- 
signs them  as  follows:  in  healthy  urines  there  is  a  liability  to 
error  of  J^  or  even  i ;  but  in  morbid  urines,  and  especially  those 
of  high  density,  the  range  of  error  may  reach  i  and  even  \. 
"With  very  multiplied  observations  this  method  certainly  yields 
results  of  practical  value  :  and  it  is  the  only  one  which  can  be 
used  by  practitioners  generally.  "When  more  accurate  results 
are  required,  resort  must  be  had  to  the  more  tedious  but  more 
exact  method  of  evaporation  to  dryness,  and  weighing  the 
residue. 

From  a  large  number  of  observations  by  different  physiolo- 
gists, Dr.  Parkes  estimates  the  mean  discharge  of  solid  urine  in 
healthy  men,  between  twenty  and  forty  years  of  age,  living  on 
good  diet,  at  945  grains  per  day. 

IV. — QUANTITY    OF   THE    URINE. 

Closely  connected  with  the  specific  gravity,  and  holding  an 
inverse  relation  to  it,  is  the  quantity  of  the  urine.  The  mean 
daily  discharge  ranges,  in  health,  between  40  and  50  fluid  ounces. 
There  are,  however,  considerable  differences  between  individuals. 
The  average  for  some  persons  is  only  35  ounces  a  day;  for  others 
as  much  as  67  ounces.  Oscillations  in  the  same  individual  on 
different  days  are  also  very  considerable.  The  urine  may  mount 
to  70  or  80  ounces,  or  sink  to  25  ounces,  within  the  limits  of 
health. 

The  flow  of  urine  is  essentially  regulated  by  the  quantity  of 
fluids  drank :  controlled,  however,  in  a  most  important  degree 
by  the  pulmonary  and  cutaneous  exhalation,  and  by  the  call  of 
the  system  for  water  at  the  time.  When  the  blood  and  tissues 
contain  their  full  complement  of  water,  any  further  potation 
results  in  immediate  diuresis,  whereby  the  superabundance  is 
carried  off.  But  when  the  organs  are  craving  for  more  water,  a 
large  quantity  may  be  drunk  without  causing  diuresis.     The 
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kidneys  eliminate  water  in  strict  accordance  with  these  condi- 
tions— it  being  an  essential  and  important  part  of  their  function 
to  regulate  the  aqueousness  of  the  blood.1 

There  is  very  great  irregularity  in  the  flow  of  urine  from  hour 
to  hour  as  the  conditions  of  its  separation  vary.  After  prolonged 
fasting  the  urine  may  sink  to  2J  drachms  per  hour;  during  sleep, 
likewise,  the  urine  flows  slowly — at  the  rate  of  about  half  an 
ounce  per  hour ;  but  after  meals  it  rises  to  two  or  three  ounces ; 
and  after  drinking  abundantly  on  an  empty  stomach  I  have  seen 
26^  ounces  secreted  in  an  hour ;  so  that  the  stream  of  urine  may 
run  85  times  stronger  at  one  time  than  another !  It  would  seem, 
indeed,  as  if  the  kidneys  (in  health)  supplied  conditions  of  an 
almost  mechanical  nature,  by  which  they  were  enabled  to  sepa- 
rate water  at  an  almost  unlimited  rate — equal,  at  least,  to  the 
capacity  of  the  gastric  vessels  to  absorb  water. 

When  the  mode  of  life  is  equable,  and  the  meals  are  taken  at 
regular  intervals,  the  quantity  of  urine  secreted  at  different 
periods  of  the  day  and  night  follows  certain  tolerably  regular 
oscillations,  as  is  shown  in  the  following  table,  which  is  a  fair 
sample  of  a  very  large  number  of  observations : 

Breakfast  at  8 ;  dinner  at  2.     Sleep  from  11  p.m.  to  7  a.m. 


Time  of  day, 
Hourly  rate, 

7-8  A.M. 

8-9 

9-10 

10-11 

11-12 

12-2P.M. 

2-3 

oz.    dr. 
0     6 

oz.    dr. 
1     0 

oz.    dr. 
2     0 

oz.    dr. 
1     4 

oz.    dr. 

1     7 

oz.    dr. 
1     3 

oz.    dr. 
1     2 

Time  of  day, 
Hourly  rate, 

3-4  p.m. 

4-5 

5-6 

6-7 

7-9 

9-11 

11-7  A.M. 

oz.    dr. 
10     0 

oz.    dr. 

2     3 

oz.    dr. 

2     3 

oz.    dr. 

2     9 

oz.    dr. 
1     4 

oz.    dr. 
1     0 

oz.    dr. 
0     4 

A  much  closer  insight  into  the  varying  activity  of  the  kidneys 
is  obtained  by  comparing  the  quantity  of  solid  urine  excreted  at 
different  periods  of  the  day.  The  solid  matters  are  much  more 
constant  in  their  quantity  than  the  volume  of  the  urine,  which 
is  liable  to  be  greatly  affected  by  potation,  perspiration,  &c. 
The  annexed  table  contains  the  average  results  of  observations 


1  The  experiments  on  which  these  and  the  remarks  -which  follow  are  based, 
are  fully  detailed  in  two  papers  by  the  author — one  in  the  Memoirs  of  the  Manch. 
Lit.  and  Phil.  Soc,  1858-9  :  and  the  other  in  the  Edinb.  Med.  Journ.,  March  and 
April,  1860. 
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made  during  seven  days,  all  consecutive  except  one.  The  solid 
urine  was  calculated  from  the  sp.  gravity  in  the  manner  explained 
in  the  preceding  section : 


Time  of  Day. 

Solid  Urine  discharged 
per  hour,  in  grains. 

Diet,  etc. 

8—  9  A.M. 

9—10    " 
10—11     " 
11—12    " 
12—  2  p.m. 

29.27 
39.22 
44.34 
45.24 
41.43 

Breakfast   at   eight ;    coffee  or  tea, 
with  meat  and  bread  and  butter. 

2—  3  p.m. 

3—  4    " 

4—  5    " 

5—  6    " 

6—  7    " 

7—  9    " 
9—11    << 

11 —   1  A.M. 

38.69 
38.79 
41.21 
41.09 
49.01 
47.44 
37.66 
28.53 

Dinner    at    two ;     meat,    potatoes, 
bread,  cheese,  water. 

(No   solid   food  of  any  sort  taken 
after  dinner.) 

1 —   7  A.M. 

15.53 

Hours  of  sleep. 

7 —  8  A.M. 

17.75 

C  Prolonged   fasting  in  the  waking 
(      state. 

The  table  shows  in  an  interesting  manner  the  increase  of  the 
renal  excretion  after  meals,  and  its  diminution  during  fasting 
and  sleep.  The  increase  began  within  the  first  hour  after  break- 
fast, and  continued  during  the  succeeding  two  or  three  hours ; 
then  a  diminution  set  in,  and  continued  until  an  hour  or  two 
after  dinner.  The  effect  of  dinner  did  not  appear  until  two  or 
three  hours  after  the  meal ;  and  it  reached  its  maximum  about 
the  fourth  hour.  From  this  period  the  excretion  steadily  de- 
creased until  bedtime.  During  sleep  it  sank  still  lower,  and 
reached  its  minimum — being  not  more  than  one-third  of  the 
quantity  excreted  during  the  hours  of  digestion. 

All  the  urinary  ingredients  appeared  to  partake  in  the  increase 
after  meals.  The  urea  was  found  more  than  doubled  ;  the  uric 
acid  more  than  trebled;  the  earthy  and  alkaline  phosphates 
nearly  doubled. 

The  table  shows  that  the  vegetative  functions  share  to  some 
extent  with  the  animal  in  the  repose  of  sleep.  The  mean  hourly 
discharge  of  solid  urine  during  the  waking  hours,  on  the  seven 
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days  of  the  table,  was  33.14  grains;  while  the  average  of  the 
hours  of  sleep  was  15.53  grains,  or  less  than  one-half.  This  dif- 
ference is  not,  of  course,  to  be  wholly  attributed  to  the  effect  of 
sleep,  inasmuch  as,  under  the  arrangement  of  meals,  during  this 
series  of  observations,  the  period  of  sleep  was  also  a  time  of 
fasting.  A  more  exact  estimate  of  the  effect  of  sleep  alone  is 
obtained  by  comparing  the  urine  secreted  during  the  hours  of 
sleep  with  that  secreted  during  hours  of  combined  waking  and 
fasting.  If  we  take  the  two  last  hours  before  sleeping  (from  11 
to  1),  and  the  first  hour  after  waking  (from  7  to  8),  we  shall  find 
that  the  mean  discharge  of  solid  urine  in  these  three  hours  was 
23.59  grains  per  hour,  which  is  one-third  more  than  the  average 
of  the  sleeping  hours. 

In  drawing  practical  conclusions  concerning  any  deviation 
from  the  usual  volume  and  quantity  of  the  urine,  the  following 
points  should  be  borne  in  mind. 

"When  the  urine  is  unusually  scanty,  it  should  be  ascertained, 
before  pronouncing  it  a  morbid  phenomenon,  whether  the  pa- 
tient has  abstained  from  liquids  above  his  habit,  whether  water 
has  been  eliminated  in  excess  by  some  other  channel,  as  the  skin 
or  bowels.  The  urine  is  always  scanty  in  cirrhosis  of  the  liver; 
in  some  forms  of  Bright's  disease  through  their  entire  course; 
and  in  the  last  stage  of  all  forms  ;  in  any  condition  of  the  heart 
which  directly  or  indirectly  causes  passive  congestion  of  the  re- 
nal veins  whereby  the  circulation  through  the  kidneys  is  im- 
peded. In  the  early  stage  of  acute  Bright's  disease  the  urine  is 
very  scanty,  sometimes  approaching  or  reaching  total  suppression. 
The  same  occurs  in  the  collapse  period  of  cholera.  Partial  or 
total  suppression  also  occurs  in  the  later  stages  of  all  organic 
diseases  of  the  kidneys ;  and  when  any  mechanical  obstacle  ob- 
structs the  flow  of  urine.  A  diminution  of  the  urinary  secretion 
which  at  all  approaches  suppression  is  of  most  serious  consequence, 
and  is  soon  followed  by  formidable  cerebral  symptoms,  which 
bring  life  to  a  termination  unless  speedily  relieved  (see  Uremia). 

The  flow  of  urine  is  abundant  when  the  surface  of  the  body  is 
cool ;  also  as  a  direct  and  invariable  consequence  of  potation, 
unless  some  of  the  conditions  already  mentioned  intervene. 

In  disease,  the  urine  is  discharged  in  excessive  quantity  in 
two  special  maladies — Diabetes  insipidus,  and  diabetes  mellitus, 
which  will  be  described  in  a  future  section ;  also  in  the  middle 
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stages  of  atrophic  degeneration  of  the  kidneys.  Temporary  ex- 
cess of  urine  occurs  after  hysterical  paroxysms,  and  certain 
other  convulsive  attacks  in  males  and  females.  An  increased 
tension  in  the  arterial  system,  as  in  some  cases  of  hypertrophy 
of  the  left  ventricle,  is  associated  with  increased  secretion  of 
urine.  It  is  a  curious  circumstance,  that  in  several  organic  dis- 
eases of  the  kidneys  in  which  the  renal  substance  is  gradually 
destroyed  (atrophic  Bright's  disease,  cystic  degeneration,  double 
hydronephrosis),  the  volume  of  the  urine  is  sometimes  increased 
though  the  solid  matters  are  diminished.  This  appears  to  be  an 
attempt  on  the  part  of  nature  of  a  compensating  character,  to 
maintain,  by  excessive  transudation  of  water,  the  depurating 
function  of  the  kidneys  under  failing  anatomical  conditions. 
When  at  length  the  destruction  has  gone  so  far  that  this  kind 
of  compensation  can  no  longer  suffice,  symptoms  of  fatal  sup- 
pression of  urine  rapidly  supervene. 

V. REACTION    OF    THE    URINE. 

There  is  no  property  of  the  urine  of  more  varied  and  impor- 
tant significance  than  its  reaction.  Therewith  is  intimately  con- 
nected the  production  of  several  kinds  of  urinary  deposits,  to- 
gether with  the  origin,  growth,  and  medical  treatment  of  gravel 
and  urinary  calculi. 

The  reaction  of  the  urine  is  liable  to  be  affected  by :  food,  the 
cold  bath,  medicinal  substances,  general  disease,  and  olecomposition  of 
the  secretion.  It  is  also  not  only  important  to  distinguish  acid 
from  alkaline  urine;  but  it  is  at  least  equally  so  to  distinguish 
between  alkalescence  from  fixed  alkali  (potash  or  soda)  and  al- 
kalescence from  the  volatile  alkali  (ammonia). 

The  most  convenient  method  of  ascertaining  the  reaction  of 
the  urine  is  by  means  of  blue  and  red  litmus  paper.  For  deli- 
cate operations  the  violet-tinted  papers  are  the  best ;  and  they 
answer  both  for  acid  and  alkaline  fluids — being  turned  red  by 
the  former  and  blue  by  the  latter.  To  distinguish  between  the 
volatile  and  fixed  alkali,  the  paper,  after  being  rendered  blue, 
should  be  allowed  to  dry  in  the  open  air.  If  the  blue  color  per- 
sist after  complete  desiccation,  the  alkali  is  fixed;  if  it  disappear, 
and  the  original  color  be  restored,  the  alkalescence  is  due  to 
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ammonia.     The  smell  of  the  urine  is  also  a  useful  indication  in 
such  cases  (see  p.  27). 

Healthy  urine  is  generally  acid.  This  arises  chiefly  from  the 
presence  of  a  number  of  acid  salts — phosphates  and  urates ; 
partly  also  from  free  acids — lactic,  oxalic,  acetic,  &c.  In  a  num- 
ber of  observations  by  the  present  writer,  it  was  found,  on  an 
average  of  nineteen  days,  that  in  a  healthy  man  it  required 
14.10  grains  of  dried  carbonate  of  soda  to  saturate  the  total  daily 
acidity  of  the  urine.  Some  days  were  found  throughout  exhib- 
iting a  feeble  acidity:  on  one  of  these  only  5.9  grains  of  dried 
carbonate  of  soda  were  necessary  to  neutralize  the  whole  acidity. 
On  other  days  the  acidity  ruled  high ;  one  day  the  acidity  equal- 
led 22.34  grains  of  carbonate  of  soda. 

The  circumstances  which  modify  the  reaction  of  the  urine 
may  be  considered  under  the  following  headings  : 

1.  Food  and  fasting. — Dr.  Bence  Jones  was  the  first  to  point 
out  that  the  reaction  of  the  urine  held  a  close  relation  to  the  di- 
gestion of  food.  He  found,  by  examining  the  urine  at  short  in- 
tervals, that  a  notable  falling  off  in  its  acidity  took  place  after  a 
meal ;  and  that  in  numbers  of  healthy  persons  the  urine  became 
neutral  or  alkaline  for  two  or  three  hours  after  breakfast  and 
dinner.  Doubts  have  been  thrown  on  the  conclusions  of  Dr. 
Bence  Jones  by  Yogel,  Beneke,  Sellers,  and  Delavaud.  Some 
years  ago  I  undertook  a  series  ■  of  experiments  with  a  view  of 
submitting  this  question  to  a  fresh  examination.1  The  urine  of 
a  healthy  person  was  examined  at  hourly  periods  after  a  meal, 
and  its  acidity  or  alkalescence  carefully  determined  by  volume- 
trical  analysis.  My  results  confirmed,  in  the  fullest  manner, 
the  observations  of  Dr.  B.  Jones.  A  meal,  whether  of  animal, 
vegetable,  or  mixed  food,  was  found  invariably  to  depress  the 
acidity  of  the  urine,  and  in  most  instances  to  render  it  actually 
alkaline.  To  this  movement  the  name  of  alkaline  tide  may,  for 
the  sake  of  brevity,  be  applied.  After  breakfast  the  alkaline 
tide  was  found  to  set  in  earlier  than  after  dinner,  and  its  dura- 
tion was  more  brief.  In  forty  minutes  after  breakfast  there  ap- 
peared, nearly  always,  a  sensible  declension  of  acidity.  The 
urine,  however,  never  became  actually  alkaline,  nor  even  neu- 

1  See  a  paper  by  the  author,  entitled,  "A  Contribution  to  Urology,"  in  the 
Memoirs  of  the  Manchester  Lit.  and  Phil.  Soc.,  1859. 
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tral,  so  soon.  During  the  second  hour  after  breakfast,  the  alka- 
line tide  usually  culminated ;  but  in  about  a  third  of  the  obser- 
vations the  point  of  least  acidity  was  not  reached  until  the  third 
hour.  Then  the  tide  turned;  during  the  fourth  hour  the  urine 
was  found  rapidly  recovering  its  lost  reaction,  and  toward  the 
end  of  that  time  it  had  usually  regained  its  previous  acidity. 
Thus  for  about  four  hours  breakfast  exercised  a  depressing  ef- 
fect on  the  acidity  of  the  urine;  but  the  secretion  was  not  ac- 
tually alkaline  usually  for  more  than  an  hour,  sometimes  for 
two,  and  very  rarely  for  three  hours. 

The  effect  of  dinner  was  not  perceptible  until  the  second  hour 
after  the  meal.  During  the  succeeding  three  hours  (third,  fourth, 
and  fifth  hours),  the  alkaline  tide  ran  in  its  greatest  strength. 
In  the  third  and  fourth  hours  the  urine  was  always  (with  two 
exceptions)  alkaline,  when  the  meal  had  been  of  mixed  food  or 
animal  diet.  At  the  end  of  the  sixth  hour  the  tide  had  generally 
turned,  and  the  acid  reaction  been  restored.  Three  hours  was 
the  usual  duration  of  the  alkalescent  state  after  dinner;  some- 
times two  hours,  more  rarely  four  hours,  and  on  one  occasion 
five  hours.  The  amount  of  free  alkali  discharged  after  dinner 
was  generally  nearly  double  the  quantity  after  breakfast.  This 
was  due,  probably,  simply  to  the  fact  that  breakfast  was  a  much 
lighter  meal  than  dinner,  and  its  impression  on  the  system  con- 
sequently less. 

The  alkaline  urine  passed  after  food  owed  its  reaction  to  fixed 
alkali,  and  not  to  ammonia.  It  was  rich  in  alkaline  and  earthy 
phosphates;  on  these  latter,  in  a  basic  state,  depended  appa- 
rently its  alkaline  reaction.  Sometimes  it, was  clear  when  void- 
ed, but  more  commonly  turbid,  from  the  precipitation  of  earthy 
phosphates. 

Although  the  immediate  effect  of  a  meal  was  thus  to  depress 
the  acidity  of  the  urine,  the  more  remote  consequence  was  to  main- 
tain and  even  increase  the  acidity.  This  was  seen  most  dis- 
tinctly when  comparison  was  made  of  the  acidity  of  the  morning 
urine  when  supper  had  been  taken  the  night  before,  with  that 
of  the  morning  urine  when  no  supper  had  been  taken.  In  the 
former  case,  the  free  acid  discharged  in  the  hour  preceding 
breakfast  was  enough  to  saturate  0.88  grains  of  dried  carbonate 
of  soda;  whereas  on  the  mornings  after  supperless  nights  the 
discharge  of  acid  was  only  equal  to  0.51  grains. 
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The  remote  effect  of  animal  food  appeared  considerably 
greater  than  that  of  vegetable  food;  so  that  a  highly  animalized 
diet  would  tend  in  the  long  run  to  intensify  the  acidity  of  the 
urine,  a  conclusion  quite  in  harmony  with  ancient  opinion. 

Clinically,  the  urine  is  rarely  observed  to  be  alkaline  after 
food.  For  although  it  may  be  alkaline  as  it  leaves  the  kidneys 
during  several  hours  a  da}7,  after  the  two  principal  meals,  it  is 
mixed  in  the  bladder  with  acid  urine  secreted  before  and  after 
the  alkaline  tide,  and  the  whole  product  ejected  by  micturition 
is  acid.  It  is  necessary,  therefore,  in  order  to  test  the  effect  of 
a  meal,  to  analyze  the  secretion,  as  it  were,  by  examining  it  at 
hourly  intervals.  It  happens  occasionally,  however,  that  the 
urine  of  an  ordinary  micturition  is  the  isolated  product  of  the 
alkaline  tide.  I  have  known  even  a  calculous  patient,  whose 
urine  habitually  deposited  large  quantities  of  uric  acid,  to  void 
an  alkaline  urine  in  the  forenoon  from  the  effect  of  breakfast. 

Dr.  B.  Jones  considered  the  depression  of  the  acidity  of  the 
urine  after  a  meal,  to  depend  on  the  withdrawal  of  acid  from  the 
blood  into  the  stomach  for  the  purposes  of  digestion ;  whereby 
the  blood  became  for  the  time  less  capable  of  yielding  acid  to 
the  kidneys.  On  the  completion  of  digestion,  the  gastric  juice 
was  reabsorbed  with  the  chyle,  and  presently  communicated  its 
acid  to  the  urine.  An  antagonism  was  thus  supposed  to  exist 
between  the  stomach  and  kidneys;  when  the  stomach  was  empty, 
its  mucous  membrane  was  neutral,  while  the  urine  on  the  con- 
trary was  highly  acid;  but  when  the  stomach  was  full,  acid  gas- 
tric juice  was  abundantly  poured  out  on  its  mucous  surface  for 
the  purposes  of  digestion,  and  at  the  same  time  the  urine  tended 
towards  neutrality  or  alkalescence. 

"While  admitting  the  probability  of  some  such  correspondence, 
I  am  disposed  to  attribute  the  occurrence  of  the  alkaline  tide 
after  meals  to  a  totally  different  cause,  namely,  to  the  entrance 
of  the  newly  digested  food  into  the  blood.  If,  as  is  believed, 
the  normal  alkalescence  of  the  blood  is  due  to  the  preponderance 
of  alkaline  bases  in  all  our  ordinary  articles  of  food,  a  meal  is 
pro  tanto  a  dose  of  alkali,  and  must  necessarily,  for  a  time,  add 
to  the  alkalescence  of  the  blood;  and  as  the  kidneys  have  dele- 
gated to  them  the  function  of  regulating  the  reaction  of  the 
blood,  the  urine  immediately  reflects  any  undue  addition  to,  or 
subtraction  from,  the  blood's  proper  alkalescence.     This  hypo- 
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thesis  is  mainly  supported  by  the  coincidence  of  time  which  ex- 
ists between  the  passage  of  the  digested  food  into  the  blood  and 
the  occurrence  of  the  alkaline  tide.  The  gastric  juice  is  poured, 
into  the  stomach  immediately  after  a  meal,  but  the  acidity  of  the 
urine  does  not  suffer  depression  for  an  hour  or  two  afterwards, 
not  in  fact  until  the  meal  has  been  in  great  part  absorbed. 

After  the  primary  effect  of  a  meal  has  passed  off,  the  acidity 
of  the  urine  slowly  increases  until  food  is  taken  again.  The 
highest  acidity  is,  therefore,  always  found  after  the  longest  fast- 
ing, or  just  before  meals.  In  the  early  morning  before  break- 
fast, the  urine  was  always  found  excessively  acid,  and  deposited 
abundance  of  urates  on  cooling.  There  seems,  however,  a  limit 
to  the  increase  of  the  acidity  after  prolonged  fasting:  Dr.  Bence 
Jones  found  that  continuing  to  fast  for  twelve  hours  beyond 
the  usual  time  of  taking  food  did  not  intensify  the  acidity  of 
the  urine. 

2.  Effects  of  Medicines. — Both  mineral  and  vegetable  acids, 
when  administered  in  large  quantities,  tend  to  raise  the  acidity 
of  the  urine;  but  their  effect  is  inconsiderable.  Urine  that  is 
habitually  alkaline,  can  certainly  not  be  rendered  acid  by  the 
internal  administration  of  acids  even  in  very  large  quantities.1 
The  most  powerful  acidifiers  of  the  urine  are  probably  free  car- 
bonic acid  (Heller)  and  benzoic  acid;  the  latter  appears  in  the 
urine  as  hippuric  acid. 

Alkaline  substances  have  a  much  more  powerful  influence;  and 
it  is  an  easy  matter  to  deprive  the  urine  of  its  acid  reaction,  and 
to  render  it  strongly  alkaline  at  pleasure.  This  effect  may  be 
attained  by  the  caustic  and  carbonated  alkalies,  or  by  the  alka- 
line salts  of  a  certain  group  of  vegetable  acids — acetic,  tartaric, 
citric,  malic,  and  lactic  acids.  The  most  convenient  for  the 
purpose,  as  well  as  the  least  disturbing  to  the  digestive  organs, 
are  the  bicarbonates  of  potash  and  soda,  and  the  acetates  and 
citrates  of  the  same  bases.  By  the  administration  of  these  salts, 
the  urine  may  be  kept  persistently  alkaline  for  weeks  and 
months  without  detriment  to  the  general  health.  It  requires 
from  300  to  400  grains  of  the  bicarbonate  of  potash,  and  about 
as  much  of  the  acetate  and  citrate,  given  in  divided  doses  during 

'  For  further  information  on  the  action  of  acids  on  the  urine,  see  Parkes, 
"  On  the  Composition  of  the  Urine,"  p.  145,  et  seq. 
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the  twenty-four  hours,  to  keep  the  urine  steadily  alkaline  in  the 
adult.  From  numerous  observations  on  different  individuals,  I 
found  that,  given  in  these  large  doses,  about  two-thirds  of  the 
alkali  appeared  in  the  urine  as  free  carbonate;  while  the  re- 
maining third  was  expended  in  neutralizing  the  acidity  of  the 
urine  and  otherwise  disposed  of.  The  conversion  of  the  ace- 
tates, citrates,  &c,  into  carbonates,  which  was  shown  long  since 
to  occur  by  Wohler,  takes  place,  according  to  Buchheim  and 
Magawley,  on  the  intestinal  canal,  and  the  salts  in  question  are 
therefore  absorbed  into  the  blood  as  carbonates.  The  bicarbo- 
nates,  acetates,  and  citrates,  if  moderately  diluted,  were  not 
found  to  have  any  tendency  to  cause  diarrhoea;  the  tartrates, 
on  the  other  hand,  were  always  found  to  occasion  more  or  less 
purging. 

The  basic  phosphate  of  soda,  the  common  phosphate  of  soda, 
and  borax,  likewise  possess  the  power  of  alkalizing  the  urine : 
but  their  effect  is  very  feeble  compared  with  that  of  the  salts 
before  mentioned.  The  common  phosphate  of  soda,  in  the 
quantity  of  640  grains,  in  the  twenty-four  hours,  in  divided  doses, 
produced  a  total  alkalescence  of  the  urine,  only  equal  to  22 
grains  of  carbonate  of  soda :  whereas  half  the  quantity  of  the 
acetate  of  potash  produced  an  alkalescence  equal  to  120  grains 
of  carbonate  of  soda :  640  grains  of  the  basic  phosphate  of  soda 
produced  an  alkalescence  equal  to- 37  grains  of  carbonate  of  soda: 
320  grains  of  borax  gave  an  alkalescence  of  9  grains  of  car- 
bonate of  soda;  this  last  salt  proved  difficult  of  toleration  by 
the  stomach. 

The  power  of  alkalizing  the  urine  is  especially  valuable  in  the 
treatment  of  urinary  gravel  and  calculi ;  and  to  the  chapter  on 
the  solvent  treatment  of  urinary  concretions  I  must  refer  the 
reader  for  further  details  on  the  subject. 

3.  The  Cold  Bath. — Duriau1  found  that  the  urine  became  inva- 
riably alkaline  after  prolonged  immersion  of  the  body  in  a  bath 
at  a  colder  temperature  than  that  of  the  body.  Even  the  addi- 
tion of  nitric  acid  to  the  bath  did  not  in  the  least  alter  the  result ; 
nor  did  the  addition  of  carbonate  of  potash  cause  an  increased 
alkalescence. 

4.  General  Disease. — Frequent  or  persistent  alkalescence  of  the 

1  Archives  GenSrales.     1856.     I.  167. 
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urine,  from  fixed  alkali,  is  an  uncommon  condition  in  any  class 
of  complaints:  but  a  series  of  such  cases  have  been  recorded  by 
Dr.  Bence  Jones,1  and  I  have  observed  a  considerable  number 
myself.  In  persons  of  debilitated  constitutions,  in  the  anaemic" 
state  which  sometimes  follows  subacute  rheumatism  and  gout, 
in  chlorosis,  atonic  dyspepsia,  chronic  vomiting,  and  even  in 
chronic  phthisis,  I  have  seen  the  urine  present  this  character. 
Generally,  the  alkalescence  came  and  went  capriciously,  con- 
tinuing for  two  or  three  days,  and  then  disappearing,  but  pres- 
ently returning  again.  Sometimes,  however,  the  urine  remained 
steadily  alkaline  for  many  weeks  without  intermission.  In  one 
case  of  this  kind — a  phthisical  patient — the. urine  became  acid 
on  .the  occurrence  of  an  attack  of  erysipelas  of  the  head  and 
face:  it  remained  acid  during  the  attack,  and  after  its  subsidence 
became  again  alkaline. 

The  clinical  significance  of  alkaline  urine  from  fixed  alkali  is 
by  no  means  serious ;  it  is  not  associated  with  any  special  morbid 
state,  but  is  an  occasional  accompaniment  of  debility  and  span- 
semia,  from  whatever  cause  arising.  It  is  to  be  remembered, 
however,  that  there  is  a  rare  variety  of  urinary  calculus  com- 
posed of  phosphate  of  lime,  which  must  be  caused  by  some  such 
condition  of  urine  as  this.  Individuals  passing  an  alkaline  urine 
are  generally  suitable  subjects  for  a  tonic  and  stimulating  treat- 
ment ;  and,  if  otherwise  permissible,  exercise  in  the  open  air. 

5.  Ammoniacal  Urine.  Decomposition  of  Urea. — The  importance 
of  distinguishing  between  urine  which  is  alkaline  from  fixed 
alkali,  and  that  which  is  alkaline  from  ammonia,  has  already 
been  insisted  on.  The  two  conditions  are  contrasted,  not  only 
chemically,  but  equally  so  pathologically  and  clinically. 

Urine  which  is  alkaline  from  fixed  alkali  is  always  secreted 
alkaline  by  the  kidneys;  it  deposits,  if  at  all,  simple  amorphous 
phosphate  of  lime,  of  which  the  particles  have  no  tendency  to 
accrete  into  gravel  or  calculi ;  it  has  a  sweet  aromatic  odor ;  it 
is  perfectly  bland  and  innocuous  to  the  mucous  membranes,  and 
is  not  associated  with  inflammation  of  the  urinary  passages. 

Ammoniacal  urine,  on  the  other  hand,  is  only  in  the  rarest 
instances  and  in  the  gravest  circumstances  secreted  ammoniacal 
by  the  kidneys,  but  usually  becomes  so  by  an  after-change  in 

1  Med.  Chir.  Trans.,  vol.  xxxv. 
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the  lower  urinary  passages ;  it  deposits  a  mixture  of  the  amor- 
phous phosphate  of  lime  and  crystals  of  the  ammoniaco-mag- 
nesian  phosphate:  this  deposit  has  a  strong  tendency  to  aggre- 
gate into  masses  or  concretions;  the  urine  has  an  ammoniacal 
and  often  an  offensive  putrescent  odor;  it  is  highly  irritant  to  the 
mucous  membranes,  and  excites  inflammation  of  them  if  the 
contact  be  long  continued. 

A  urine  alkaline  from  fixed  alkali  reflects  a  state  of  the  blood ; 
an  ammoniacal  urine  points  to  a  local  affection  of  some  part  of 
the  lower  urinary  passages.  This  latter  statement  is,  however, 
not  absolutely  without  exception.  In  two  instances  (both  cases 
of  advanced  Bright' s  disease)  I  have  observed  the  urine  to  be 
ammoniacal  as  it  flowed  from  the  bladder  without  any  clinical 
or  post-mortem  sign  of  inflammation  of  any  part  of  the  urinary 
passages,  or  any  evidence  of  such  delay  in  the  evacuation  of  the 
urine  as  might  determine  decomposition  of  it  in  the  bladder. 
One  of  these  cases  is  referred  to  hereafter  (see  Bright's  Dis- 
ease). Dr.  Graves  (Clin :  Lects.  1,  p.  272)  gives  also  two  cases, 
one  of  continued  fever,  and  the  other  of  anasarca  and  ascites,  in 
which  the  fresh  urine  contained  large  quantities  of  carbonate  of 
ammonia  without  the  least  evidence  of  decomposition  after 
secretion. 

The  mode  in  which  the  urine  becomes  ammoniacal  from  de- 
composition is  easily  explained;  One  atom  of  urea  with  two 
atoms  of  water,  by  a  simple  rearrangement  of  their  particles, 
become  converted  into  two  atoms  of  carbonate  of  ammonia :  1 
at.  urea  C2H4N"202  +  2  HO  =  2  (KH3C02).  This  change  is  so 
easily  brought  about  that  mere  boiling  of  a  solution  of  urea  in 
distilled  water  is  sufficient  to  effect  it.  Urea  in  urine  is  decom- 
posed at  the  ordinary  temperature  of  the  air  by  the  action  of 
any  putrescent  substance,  and  by  none  more  quickly  than  de- 
composing urine.  I  have  already  remarked  on  the  facility  with 
which  urine  may  become  ammoniacal  after  emission  when  it 
contains  any  organic  matter — pus,  blood,  epithelium,  albumen, 
&c. ;  also  when  it  is  very  dilute  and  feebly  acid  or  alkaline. 

If  the  urine  be  ammoniacal  when  voided,  this  is  nearly  always 
associated  with  inflammation  of  some  part  of  the  urinary  mu- 
cous membrane — generally  that  of  the  bladder.  Any  condition 
which  interferes  with  the  complete  emptying  of  the  bladder  in 
micturition  favors  the  production  of  ammoniacal  urine.     Con- 
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sequently,  injuries  to  the  spine  determining  paraplegia  with 
paralysis  of  the  bladder,  obstinate  urethral  stricture,  enlarged 
prostate,  calculous  concretions,  morbid  growths  or  foreign  bodies 
in  the  bladder,  are  sooner  or  later  complicated  with  ammoniacal 
urine.  A  very  distressing  and  intractable  state  of  things  is  thus 
brought  about.  The  ammoniacal  state  of  the  urine  irritates  the 
mucous  membrane  and  induces  cystitis :  and  the  purulent  secre- 
tion thus  engendered  reacts  on  the  urine  and  favors  its  decom- 
position. The  two  conditions  mutually  aggravate  each  other 
and  perpetuate  each  other's  existence  after  the  original  cause 
has  passed  away.  Cystitis  may,  in  this  way,  persist  for  years 
after  the  removal  of  a  stone,  or  the  cure  of  a  stricture,  which 
was  its  original  cause. 

Dr.  Owen  Rees  believes  that  the  urine  is  sometimes  alkaline 
from  the  secretion  of  an  alkaline  mucus  by  the  mucous  mem- 
brane of  the  bladder.  When  the  membrane  is  irritated  or  in- 
flamed, as  in  paraplegia  from  spinal  injuries,  extroversion  of  the 
bladder,  &c,  the  irritated  membrane  pours  out,  as  he  believes, 
so  much  alkaline  mucus  that  the  reaction  of  the  urine  is  "changed 
thereby.  Dr.  Rees  fortifies  this  hypothesis  by  an  observation 
which  he  made  on  a  case  of  extroverted  bladder.  He  says : 
"  As  is  usually  the  case  in  such  persons  the  anterior  portion  of  the 
bladder  was  wanting ;  so  that  the  fundus  of  that  viscus  covered 
by  mucous  membrane  was  projected  forward  where  the  abdomi- 
nal walls  were  deficient.  The  openings  of  the  ureters  were  thus 
presented  to  view.  The  mucous  membrane  was  red  and  in- 
flamed from  exposure,  and  an  alkaline  fluid  was  constantly  dis- 
charging from  its  surface.  To  what  this  alkaline  flux  amounted 
during  the  day  it  was  of  course  impossible  to  ascertain ;  but  it 
was  more  than  sufficient  to  destroy  the  acidity  of  the  urine, 
which  was  quite  alkaline  after  flowing  over  the  membrane. 
Thus  a  piece  of  blue  litmus  was  applied  to  the  opening  of  the 
ureters,  so  as  to  test  the  urine  immediately  it  flowed  from  them  : 
the  paper  was  reddened,  indicating  that  the  urine  was  secreted 
of  its  natural  character,  and  with  its  full  amount  of  acidity. 
When,  however,  the  litmus  paper  was  applied  about  a  quarter 
of  an  inch  below  the  opening,  so  as  to  test  the  urine  after  it  had 
passed  over  that  short  distance  of  mucous  surface,  its  character 
was  quite  changed ;  it  no  longer  reddened  the  blue  litmus  paper, 
but  on  the  contrary  was  sufficiently  alkaline  to  restore  the  blue 
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color  to  those  parts  of  the  paper  which  had  been  previously 
reddened  by  exposure  to  the  urine  as  it  escaped  fresh  from  the 
ureters."1 

An  opportunity  occurred  to  me  of  repeating  this  observation 
on  a  patient  with  extroversion  of  the  bladder ;  but  I  was  not 
able  to  satisfy  myself  that  the  alkalinity  of  the  exposed  mucous 
membrane  was  not  owing  to  blood-serum  or  lymph  which  oozed 
from  the  raw  excoriated  surface,  rather  than  to  any  mucous 
secretion  such  as  might  be  yielded  by  a  merely  inflamed  mucous 
membrane. 

The  therapeutical  indications  in  cases  of  ammoniacal  urine 
from  decomposition  within  the  bladder  are  clear  enough.  The 
first  object  is  to  remove,  if  possible,  the  impediment  to  the  com- 
plete emptying  of  the  viscus.  In  the  case  of  a  stone  or  foreign 
body  in  the  bladder,  and  in  stricture,  this  is  within  reach  of  sur- 
gical operation.  If  the  cause  be  irremovable,  or  if  the  ammo- 
niacal urine  and  cystitis  persist  after  the  removal  of  the  original 
cause,  all  our  efforts  must  be  directed  to  prevent  the  sojourn  in 
the  bladder  of  the  stale  remnants  of  urine  after  micturition; 
a*nd  this  can  only  be  thoroughly  effected  by  washing  out  the 
bladder,  by  means  of  a  double  catheter,  with  a  pint  or  two  of 
warm  water  once  or  twice  a  day.  There  is  however  another 
mode  of  washing  out  the  bladder  which  I  have  several  times 
resorted  to  with  advantage  in  a  Certain  class  of  cases,  more  par- 
ticularly in  those  in  which  chronic  cystitis  is  kept  up  by  the 
ammoniacal  state  of  the  urine,  after  the  original  cause  has  been 
removed.  In  these  cases  the  patients  are  made  to  drink  large 
quantities  of  diluents  at  regulated  intervals.  An  abundant  flow 
of  very  dilute  urine  is  thereby  kept  up  which  effectually  washes 
out  the  bladder  and  gradually  restores  the  urine  to  its  natural 
state. 

1  Lettsomian  Lectures,  Med.  Times  and  Gaz.  1851. 


CHAPTER  III. 

CHEMICAL  CONSTITUENTS  OF  THE  URINE  AND   THEIR  VARI- 
ATIONS— INORGANIC  DEPOSITS. 

I. PRELIMINARY  REMARKS  ON  URINARY  DEPOSITS  AND    THEIR 

CLASSIFICATION. 

A  very  scanty,  light,  cloudy  deposit  is  natural  even  to  the 
healthy  urine  after  standing  some  hours.  This  usually  sinks  to 
the  bottom ;  but  occasionally  it  floats  like  a  cloud  about  the 
middle  or  near  the  surface.  It  is  composed  of  epithelial  scales 
(or  remnants  of  them)  from  the  mucous  surfaces  of  the  bladder 
and  urethra,  mingled  with  pigmentary  particles  of  uncertain 
source  (see  chap.  iv).  Of  mucus,  having  the  usual  glairy  cha- 
racter, there  is  no  visible  trace  in  perfectly  healthy  urine. 

Under  a  variety  of  unnatural  circumstances  more  abundant 
deposits  or  sediments  occur  in  urine ;  and  a  knowledge  of  their 
nature  sometimes  yields  most  important  practical  information. 

Urinary  deposits  are  arranged  in  two  divisions — Inorganic  and 
Organic. 

Inorganic  deposits  include  substances  which,  for  the  most  part, 
exist  naturally  in  the  urine  in  the  soluble  state;  but  which,  owing 
to  their  excessive  quantity,  or  a  change  of  reaction  in  the  urine, 
or  some  other  circumstance,  are  rendered  insoluble,  and  thereby 
precipitated  in  a  crystalline  or  amorphous  condition.  This  divi- 
sion contains, — Uric  acid,  the  amorphous  urates,  urates  of  am- 
monia and  soda,  oxalate  of  lime,  ammoniacal  and  earthy  phos- 
phates, carbonate  of  lime,  cystine,  leucine,  and  tyrosine.  All 
these  are  soluble  in  mineral  acids  or  in  alkalies;  and  one  of  them 
(the  amorphous  urate)  by  simply  warming  the  urine. 

Organic  deposits  embrace  all  those  organic  forms,  of  which 
the  presence  alone  in  urine  is  sufficient,  from  their  insolubility, 
to  determine  their  subsidence.  They  do  not  belong  in  any  pro- 
portion to  the  healthy  secretion;  and  whenever  introduced,  they 
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are  merely  suspended  in  it;  so  that  when  the  urine  is  left  at 
rest,  they  gravitate  to  the  bottom  and  form  a  sediment.  This 
group  includes,  in  addition  to  the  pigmentary  particles  already 
alluded  to,  epithelial  cells  from  the  uriniferous  tubes,  or  from 
any  part  of  the  genito-urinary  passages,  casts  or  moulds  (com- 
posed of  a  fibrinous  matter)  of  the  uriniferous  tubes,  oily  par- 
ticles, pus,  blood,  cancerous  and  tuberculous  debris,  spermatozoa, 
and  confervoid  growths.  All  these  are  insoluble  in  acids  and 
alkalies  as  applied  in  the  ordinary  examination  of  the  urine. 

II. — URIC   ACID.        C^B^NjOg  +  4  Aq. 
(Synonym — Lithic  acid.) 

Uric  acid  exists  in  normal  urine  in  combination  with  alkaline 
bases;  but  under  certain  conditions  it  is  precipitated  in  the  free 
state,  and  forms  a  deposit  of  orange-red  crystals. 

Naked-eye  characters. — The  crystalline  nature  of  the  deposit 
can  nearly  always  be  recognized  by  the  naked  eye;  but  in  rare 
instances  the  crystals  are  so  small  that  they  require  the  micro- 
scope for  their  detection.  Uric  acid  crystals  may  form  a  film 
on  the  top,  or  lie  scattered  as  brilliant  brown  specks  on  the  sides 
of  the  glass,  or  subside  into  a  dense  red  deposit  like  cayenne 
pepper.  The  naked  eye  is  nearly  always  sufficient  to  identify 
uric  acid  with  certainty,  because  no  other  brown  crystals  occur  in 
urine  as  a  spontaneous  deposit.  When  the  crystals  are  very 
minute,  the  deposit  resembles  the  amorphous  urate,  but  is 
denser,  and  sinks  more  rapidly.  Urine  depositing  uric  acid 
has  commonly  a  rich  yellow  or  orange  color,  and  is  invariably 
acid. 

Micro-chemical  characters. — The  primary  form  of  uric  acid  is 
a  rhombic  prism  or  lozenge,  and  to  some  modification  of  this 
figure  the  protean  diversities  of  uric  acid  crystals  may  all  be  re- 
ferred. The  angles  of  the  crystals  are  sometimes  almost  equal, 
and  then  quadrangular  tables  or  almost  perfect  cubes  are  ob- 
tained.    (Fig.  3,  a  b.) 

More  frequently  the  angles  are  rounded  off  (c  d)  so  as  to  pro- 
duce ovoids  and  barrel  shapes.  A  still  greater  elongation  pro- 
duces a  rod,  and  when  a  number  of  these  are  joined  together  in 
a  common  centre,  stars  are  produced.     The  beauty  and  endless 
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variety  of  these  stars  are  marvellous,  and  render  them  seductive 
microscopic  objects  (Figs.  4  and  5). 


The  simpler  forms  of  uric  acid  crystals — quadrangular  and  oval  tablets,  cubes,  six-sided 
tables,  lozenge  and  barrel-shaped  figures. 

Sometimes  the  rays  extend  only  in  one  direction,  and  a  fan- 
shaped  figure  is  produced,  or  two  fans  are  joined  in  a  common 
centre  (Fig.  5). 

Fig.  4. 


Stars  of  uric  acid. 
4 
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Among  the  less  common  varieties  maybe  mentioned  pointed, 
solid-looking  crystals  with  a  dark  shading  at  either  end  (Fig.  6,  a). 


Fig.  5. 


Stars  and  spikes  of  uric  acid. 

When  these  lie  flat  they  have  a  totally  different  appearance,  and 
resemble  prisms  of  the  triple  phospate  (b  b).     Other  forms  are 


Rarer  forms  of  uric  acid  crystals. 

halbert-shaped  (c),  six-sided  tablets  (Fig.  3,  e),  &c.     The  most 
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curious  and  varied  forms  of  uric  acid  are  generally  found  in  al- 
buminous urines. 

Uric  acid  is  excessively  insoluble.  It  requires  1800  parts  of 
boiling  water  and  15,000  parts  of  cold  water  for  solution.  It  is 
insoluble  in  all  dilute  acids,  but  is  decomposed  with  efferves- 
cence by  strong  nitric  acid.  Caustic  alkalies  dissolve  it  readily, 
especially  with  the  aid  of  heat.  It  dissolves  also  freely  in  weak 
solutions  of  the  carbonates  of  potash  and  soda,  and  in  solutions 
of  borax  and  common  phosphate  of  soda.  It  is  insoluble  in  al- 
cohol and  ether.  It  is  entirely  dissipated  by  a  red  heat.  The 
most  delicate  mode  of  recognizing  uric  acid  is  by  the  murexid 
test.  This  is  performed  by  taking  a  small  quantity  of  the  sus- 
pected substance  and  placing  it  on  a  porcelain  dish  or  a  slip  of 
glass;  a  couple  of  drops  of  strong  nitric  acid  are  then  added, 
and  the  heat  of  the  spirit-lamp  applied;  the  uric  acid  dissolves 
with  effervescence ;  the  heat  is  continued  until  the  liquid  dries 
into  a  yellowish-red  residue.  If  the  residue,  when  cool,  is 
touched  with  a  rod  dipped  in  caustic  ammonia,  a  bright  violet 
hue  (murexid)  is  instantly  developed,  which  is  perfectly  charac- 
teristic. 

Origin  and  occurrence. — The  quantity  of  uric  acid  in  the  urine 
is  very  minute;  and  were  it  not  for  its  sparing  solubility,  and 
liability  to  be  precipitated  both  before  and  after  emission,  its 
clinical  significance  would  be  very  small.  The  daily  excretion 
of  uric  acid  amounts  to  no  more  than  8  or  10  grains.  Indi- 
viduals vary  a  good  deal  in  the  amounts  which  they  habitually 
separate.  In  three  healthy  young  students  living  on  similar 
diet  and  under  similar  circumstances,  I  found  the  following 
numbers : 

No.  1  (mean  of  47  days), 8.051  grains. 

"    2  (mean  of    5  days), 3.462        » 

"    3  (mean  of    3  days), 6.171 

Dr.  Hammond  found  in  his  own  case  the  daily  average  as 
high  as  14.14  grains. 

The  excretion  of  uric  acid  also  presents  considerable  varia- 
tions in  the  same  individual  from  day  to  day.  The  greatest  os- 
cillation of  this  sort  observed  by  myself,  amounted  to  a  differ- 
ence of  more  than  one-half  on  two  successive  days ;  on  the  first 
day  5.45  grains  were  separated,  and  on  the  following  day  11.7 
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grains.  It  was  found  that  when  the  mode  of  life  was  tolerably 
uniform,  the  amounts  separated  in  periods  of  five  consecutive 
days  varied  only  slightly  from  each  other  in  the  same  individual. 

The  occurrence  of  a  spontaneous  deposit  of  uric  acid  is  by  no 
means  a  sure  indication  of  an  increased  excretion;  and  I  fre- 
quently found  that  those  days  on  which  a  spontaneous  deposit 
occurred,  showed  less  uric  acid  than  those  days  on  which  no 
uric  acid  was  spontaneously  deposited.  The  mean  daily  quan- 
tity of  uric  acid  separated  in  twelve  days  on  which  there  was 
a  deposit,  was  7.7  grains;  and  the  mean  of  twenty-five  other 
days  on  which  no  uric  acid  was  spontaneously  deposited  was  7.3 
grains. 

The  digestion  of  food  has  a  marked  effect  on  the  excretion  of 
uric  acid.  I  found  it  increased  after  eating,  not  only  absolutely, 
but  also  relatively  to  the  other  solid  matters  of  the  urine.  In 
the  following  table,  the  result  of  seven  days'  observations  on  the 
effect  of  dinner  are  exhibited.  Three  periods  are  chosen  for 
comparison,  namely:  1.  During  the  prevalence  of  the  alkaline 
tide,  which  corresponds  with  the  entrance  of  the  digested  food 
into  the  blood;  2.  During  the  subsequent  period,  in  which  the 
acidity  of  the  urine  is  restored,  but  the  effect  of  the  meal  still 
continues  to  be  perceptible  in  the  considerable  quantity  of  solid 
matters  separated  by  the  kidneys;1  and  3.  During  sleep,  which 
is  also  a  time  of  fasting. 


Time  of  day. 
(Dinner  at  2  p.m.) 


4 —  7  p.m.,  alkaline  tide. 
9 — 11     "      acidity  restored. 
1 —  7     "      urine  of  sleep. 


Uric  acid,  per 
1000  grains  of 
liquid  urine. 


0.40  grains. 
0.18       " 
0.39       " 


Uric  acid  per 
hour. 


0.36  grains. 
0.13       " 
0.10       " 


Uric  acid  per 
100  grains  of 
solid  urine. 


0.83  grains. 
0.34       « 
0.60       " 


It  is  seen  that  the  absolute  quantity  hourly  secreted  is  three 
times  greater  during  the  period  of  the  alkaline  tide  than  during 
the  other  periods;  its  proportion  to  the  total  solids  is  also  very 
sensibly  greater.  Even  its  proportion  to  the  water  of  the  urine 
is  greater  than  at  any  other  period,  though  the  urine  of  sleep 
generally   (under  the  mode  of  life  then  followed),  deposited 


1  See  Table,  p.  35. 
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amorphous  urates  very  copiously  after  standing  a  few  hours, 
whereas  the  urine  of  the  alkaline  tide  never  deposited  urates.1 
It  is  further  seen  from  the  table  that  the  amount  of  uric  acid 
has  no  relation  to  the  degree  of  acidity  of  the  urine. 

Professor  Ranke  has  shown  that  neither  sex  nor  age,  nor  the 
height  and  weight  of  the  body,  have  any  decided  relation  to  the 
daily  excretion  of  uric  acid.2  The  season  of  the  year,  and  the 
animal  or  vegetable  nature  of  the  food,  have  little  influence, 
provided  the  articles  of  diet  are  equally  rich  in  nitrogen.  The 
effect  of  exercise  is  uncertain;  sometimes  it  increases,  some- 
times it  diminishes  the  uric  acid.3 

Pathologically,  it  is  found  that  the  daily  excretion  of  uric  acid 
is  markedly  increased  in  the  febrile  state,  in  certain  diseases  of 
the  liver,  and  after  an  attack  of  gout.  On  the  other  hand,  it 
diminishes  during  the  paroxysm  of  gout,  and  according  to 
Ranke,  after  large  doses  of  quinine. 

Uric  acid  is  nearly  related,  both  chemically  and  physiologi- 
cally, to  urea.  Uric  acid  yields  urea  as  one  of  the  products  of 
its  decomposition,  both  by  artificial  means  in  the  laboratory  and 
within  the  animal  body.  Nevertheless,  the  most  exact  observa- 
tions have  failed  to  show  that  there  is  any  inverse  correspond- 
ence between  the  excretion  of  the  two  substances ;  usually  urea 
and  uric  acid  increase  and  diminish  together. 

Clinical  significance  of  uric  acid. — From  what  has  been  already 
stated,  it  will  be  readily  conceived  that  the  clinical  interest  of 
uric  acid  has  not  so  much  to  do  with  the  variations  of  its  quantity, 
whether  absolute  or  relative,  as  with  its  precipitation  in  the  free 
state,  and  the  time  and  place  of  that  precipitation.  The  cir- 
cumstances favorable  to  the  precipitation  of  free  uric  acid  are, 
an  acid  reaction  of  the  urine,  and  abeyance  of  the  conditions 
which  determine  the  precipitation  of  uric  acid  in  combination 
(amorphous  urates);  these  latter  are  considered  in  the  next 
section. 

A  deposit  of  uric  acid  occurring  some  twelve  or  twenty  hours 
after  emission  has  no  pathological  signification.  Healthy  urines 
usually  deposit  uric  acid  as  a  normal  event  in  the  course  of  the 

1  The  seven  days'  experiments  here  spoken  of  are  the  same  seven  days  which 
are  tabulated  at  p.  35. 

2  Ranke — Ausscheidung  d.  Harnsaure  beim  Menschen,  Munich,  1858. 

3  See  Parkes  "On  the  Composition  of  the  Urine,"  p.  88. 
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acid  urinary  fermentation  (see  p.  24).  If  the  deposit  takes  place 
within  three  or  four  hours  after  emission,  the  circumstance  is 
certainly  not  natural ;  but  it  is  not  one  requiring  special  thera- 
peutical attention :  it  is  frequently  observed  in  convalescence 
from  febrile  complaints,  especially  articular  rheumatism ;  also  in 
the  middle  periods  of  chronic  Bright's  disease,  in  chorea,  and 
in  certain  types  of  diabetes. 

But  if  uric  acid  be  precipitated  before  the  urine  cools,  or  im- 
mediately after,  it  cannot  fail  to  awaken  apprehensions  that  a 
similar  event  may  take  place  within  some  part  of  the  urinary 
passages,  and  give  rise  to  the  formation  of  gravel  and  calculi, 
with  all  their  train  of  painful  and  dangerous  consequences.  A 
prophylactic  treatment  is  urgently  called  for  under  such  circum- 
stances, by  which  this  danger  may  be  warded  off.  But  it  will 
be  more  convenient  to  postpone  the  further  consideration  of  this 
important  subject  to  the  sections  which  are  specially  devoted  to 
the  pathology  and  treatment  of  calculous  disorders. 

III. — AMORPHOUS    URATES. 

(Synonyms — amorphous  lithates  ;  urate  of  ammonia  of  Prout  and  Bird  ;  urate  of  soda  of 
Heintz  and  Lehmann  ;  lateritious  deposit.) 

Naked-eye  characters. — The  "  amorphous  urate"  usually  occurs 
as  a  loose,  reddish,  pulverulent  deposit  wholly  devoid  of  any 
approach  to  crystallization.  Its  color  is  always  deeper  than  the 
urine  from  which  it  falls ;  but  the  color  varies  extremely  both  in 
intensity  and  tint.  It  may  be  fawn,  orange,  brick-red,  pink,  or 
purplish.  It  commonly  sinks  soon  and  completely ;  more  rarely, 
especially  in  albuminous  urines,  the  precipitate  continues  a  long 
while  diffused  in  the  urine,  giving  it  a  milky  appearance.  If 
the  precipitation  takes  place  after  the  urine  has  been  at  rest  in 
the  urine-glass,  a  film  or  bloom  forms  on  the  surface  and  sides, 
which  is  readily  seen  by  inclining  the  glass  to  one  side.  By 
this  peculiarity  the  amorphous  urates  maybe  distinguished  from 
all  other  urinary  deposits  by  the  unaided  senses. 

Micro-chemical  characters. — Under  the  microscope  the  deposit 
is  found  to  be  composed  of  minute  particles  of  granules,  coarser 
or  finer,  and  more  or  less  opaque,  according  to  the  closeness 
of  its  aggregation  (see  Fig.  7). 

By  warming  the  urine,  the  amorphous  urate  dissolves ;   the 
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Amorphous  urate  deposit. 


light-colored  and  looser  deposits  disappear  with  a  slight  heat, 
but  the  deeper  colored  and  denser  ones  require  a  more 
elevated  temperature.  As  no 
other  urinary  deposit  disap- 
pears with  simple  heat,  this 
circumstance  offers  an  easy 
means  of  recognition.  The 
amorphous  urate  answers  to 
the  murexid  test  for  uric  acid. 
It  is  decomposed  by  the  vege- 
table and  mineral  acids  (though 
only  slowly  in  the  cold  by  the 
former),  and  uric  acid  crystals 
are  deposited,  which  may  be 
recognized  under  the  micro- 
scope. The  urates  dissolve  in 
the  caustic  alkalies,  and  in 
solutions  of  the  carbonates  of  potash  and  soda.  They  possess 
an  intense  affinity  for  the  brown  and  pink  pigments  of  the  urine, 
which  they  carry  down  with  them  when  precipitated ;  and  the 
varied  tints  which  they  present  as  deposits  depend  on  this  cir- 
cumstance. 

The  chemical  composition  of  this  deposit  has  been  a  subject 
of  much  dispute.  Prout  and  Bird  believed  it  to  be  composed 
of  urate  of  ammonia,  and  it  usually  passes  under  that  name  in 
this  country.  In  Germany  it  is  commonly  considered  to  be 
mainly  composed  of  urate  of  soda.  More  recent  observations 
indicate  that  neither  of  these  views  is  correct ;  it  would  appear 
rather  that  the  amorphous  urates  have  not  a  fixed  and  constant 
composition,  but  vary  considerably  in  different  samples.  In  all, 
however,  uric  acid  is  combined  with  several  bases — potash,  soda, 
ammonia,  and  lime ;  and  this  is  the  special  chemical  character- 
istic of  the  deposit,  that  it  is  composed  of  mixed  urates.  Some- 
times one  base  and  sometimes  another  preponderates.  The 
proportion  of  uric  acid  in  the  deposit  is  very  large,  but  not  con- 
stant. Scherer  found  a  little  over  80  per  cent. ;  Dr.  Bence  Jones 
over  90  per  cent.  This  proportion  is  about  twice  as  much  as  is 
necessary  to  form  acid  urates  (bi-urates)  with  the  bases  present ; 
so  that  about  one-half  the  uric  acid  is  loosely  united  with  the 
bi-urates  to  form  the  deposit,  which  therefore  resembles  in  its 
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chemical  constitution  the  quadroxalate  of  potash.  The  loosely 
combined  uric  acid  can  be  separated  from  the  associated  bi- 
urates  by  simply  treating  the  deposit  with  warm  water,  or  by 
repeatedly  washing  it  on  a  filter  with  cold  water. 

Dr.  B.  Jones  found  potash  the  most  abundant  base,  next 
ammonia,  and  last  soda,  as  the  following  table  of  his  analyses 
shows  :l 

1st  Analysis.  2d  Analysis. 

Uric  Acid,     .         .         .         .     94.36     ....     91.06 

Potassium 8.15     ....       3.78 

Ammonium,  ....       1.36     ....       3.36 
Sodium,  ....       1.11     ....       1.87 

Hassall  and  Scherer  always  found  lime  in '  not  inconsiderable 
quantity.  Dr.  Bence  Jones  succeeded  in  producing  artificially 
exact  counterparts  of  the  amorphous  urates  both  with  potash 
and  soda. 

The  precipitation  of  the  amorphous  urates  depends  on  a  con- 
junction of  the  following  conditions  :  an  acid  reaction,  low  tem- 
perature, and  concentration  of  the  urine.  The  occurrence  of 
this  deposit  is  a  sure  sign  of  an  acid  reaction ;  and  the  more 
acid  the  urine,  the  more  liable  is  it  to  deposit  the  amorphous 
urates.  A  drop  of  acetic  or  nitric  acid  will  frequently  determine 
at  once  the  precipitation  of  the  amorphous  urates  in  a  previously 
clear  urine ;  and  when  urine  becomes  sedimentary  after  twelve 
or  twenty-four  hours,  this  is  due  to  the  increased  acidity  pro- 
duced by  the  acid  urinary  fermentation.  The  effect  of  tempera- 
ture is  very  marked :  and  on  cold  winter  mornings  the  urine 
voided  on  getting  out  of  bed  generally  becomes  turbid  from 
precipitated  urates  a  few  hours  after. 

The  amorphous  urate  deposit  is  not  a  sign  of  excessive  secre- 
tion of  uric  acid  by  the  kidneys ;  it  indicates  rather  that  its 
proportion  to  the  water  of  the  urine  is  excessive.  Urines  of  a 
high  density,  provided  their  reaction  be  acid  and  the  temperature 
low,  usually  deposit  urates  in  healthy  persons.  There  is  this 
difference  between  the  conditions  favorable  to  the  deposit  of  free 
uric  acid  and  of  the  amorphous  urates — that  a  high  density  (or 
concentration)  favors  the  latter,  and  a  low  density  (or  dilution) 
favors  the  former.     On  the  comparison  of  the  densities  of  a 

1  See  a  Paper  by  Dr.  Bence  Jones  in  the  Journal  of  the  Chemical  Socitey, 
June,  1862. 
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large  number  of  urines,  depositing  respectively  amorphous  urates 
and  free  uric  acid,  I  found  the  mean  sp.  gravity  of  the  former 
1027  and  of  the  latter  1021.  It  is  familiarly  observed  that  a 
urine  which  throws  down  lithates  will  begin  to  deposit  free  uric- 
acid  a  few  hours  after,  when  it  has  become,  quoad  uric  acid,  less 
concentrated. 

The  clinical  significance  of  a  urate  deposit  can  be  appreciated 
only  after  due  consideration  of  the  above  physical  and  chemical 
conditions  of  its  occurrence  in  the  physiological  state.  I  have 
already  stated  that  no  conclusion  as  to  excessive  elimination  of 
uric  acid  can  be  drawn  from  the  occurrence  of  the  urate  deposit. 
It  has  also  been  shown  in  a  previous  page  that  during  the  ab- 
sorption of  food,  and  the  flow  of  the  alkaline  tide,  the  excretion 
of  uric  acid  is  at  its  maximum,  though  the  urine  at  this  period 
very  rarely  deposits  urates,  owing  to  the  depression  or  disap- 
pearance of  its  acidity ;  and  conversely,  that  after  long  fasting 
the  urine  is  very  apt  to  deposit  urates,  because  it  is  then  concen- 
trated and  highly  acid,  though  the  hourly  rate  of  excretion  of 
uric  acid  is  then  at  its  lowest  ebb. 

A  deposit  of  amorphous  urates  may  be  regarded  as  having 
either  a  physiological  or  a  pathological  signification.  Physio- 
logically, a  urate  deposit  may  be  expected  after  profuse  sweating, 
violent  exercise,  prolonged  absence  from  food  and  drink,  and  in 
cold  weather.  Under  these  circumstances  the  deposit  is  occa- 
sional, and  its  color  usually  pale  fawn.  Pathologically,  the  most 
common  determining  cause  of  the  precipitation  of  the  amorphous 
urates  is  the  febrile  state.  Even  a  slight  degree  of  pyrexia,  as 
in  a  common  cold,  is  usually  accompanied  with  a  urate  deposit. 

The  frequent  or  constant  occurrence  of  a  lithate  deposit  with- 
out or  with  only  a  feeble  degree  of  pyrexia,  is  a  circumstance 
to  awaken  suspicions  of  some  serious  organic  disease ;  but  the 
indication  is  more  general  than  special.  Organic  disease  of  the 
lungs,  heart,  liver,  spleen,  or  any  other  part,  attended  with  ema- 
ciation and  waste  of  the  tissues,  is  usually  accompanied  with 
abundant  urate  deposit. 

Functional  derangements  of  the  digestive  organs  are  also 
generally  accompanied  by  pale  lithate  deposits  in  the  urine. 
Their  occurrence  depends,  in  many  cases  at  least,  as  Dr.  B.  Jones 
has  indicated,  on  a  connection  between  the  reaction  of  the  mu- 
cous membrane  of  the  stomach  and  that  of  the  urine  (see  p.  40). 
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Treatment. — From  what  has  been  stated  of  the  determining 
conditions  of  the  amorphous  urate  deposit,  it  is  evident  that  it 
seldom  requires  direct  treatment.  Its  indications  are  of  more 
service  in  diagnosis  and  prognosis  than  in  therapeutics.  Some- 
times the  persistence  of  a  lithate  deposit  occasions  such  alarm  to 
the  patient  that  it  may  serve  a  good  purpose  to  cause  it  to  dis- 
appear, though  no  really  curative  end  may  be  gained  thereby.1 
This  is  easily  and  harmlessly  effected  by  a  few  two-scruple  doses 
of  citrate  of  potash.  When  this  direct  purpose  is  not  aimed  at, 
the  treatment  must  be  directed  to  the  removal  of  the  condition 
causing  the  deposit. 


Fig.  8. 


IV. — CRYSTALLINE    URATES. 

Urate  of  soda  and  urate  of  ammonia  are  sometimes  deposited 
separately  in  urine,  in  the  crystalline  form,  ami  under  circum- 
stances wholly  different  from  those  which  determine  the  preci- 
pitation of  the  amorphous  urates. 

Urate  of  Soda. — Urate  of  soda  is  familiarly  known  as  a  consti- 
tuent of  gouty  concretions.  When  the  point  of  a  lancet  is  thrust 
into  one  of  the  yellowish- white  nodules  so  common  on  the  ears  of 

gouty  persons,  a  whitish  mortar-like 
matter  escapes,  which,  under  the  mi- 
croscope, is  resolved  into  myriads  of 
long  delicate  needles,  arranged  in  bun- 
dles or  stars,  or  lying  separately  (Fig. 
8,  a  a). 

These  acicular  forms  are  never  de- 
posited spontaneously  in  the  urine ; 
but  they  may  be  readily  produced  by 
adding  a  little  liquor  sodse  to  the  com- 
mon amorphous  urate,  in  a  watch-glass, 
and  allowing  the  solution  so  formed  to 
concentrate  by  evaporation  in  the  air 
(Fig.  8,  b  b).   " 

Urate  of  soda  is  a  comparatively  rare  spontaneous  deposit  in 
urine.     It  occurs,  however,  occasionally  in  gout,  and  in  the  feb- 


Urate  of  soda. 
a  a.  From  a  gouty  concretion  ;  b  b. 
Artificially  prepared  by  adding 
liq.    sodaB    to    the    amorphous 
urate  deposit. 


1  I  have  known  a  physician  summoned  from  London  to  Manchester,  at  a  fee 
of  120  guineas,  simply  on  account  of  the  alarm  of  (a  feverish  patient  and  his 
friends  concerning  a  simple  amorphous  urate  deposit. 
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Fig.  9. 


rile  state,  especially  in  children.  It  forms  a  whitish  or  yellow 
sediment,  which  sinks  rapidly;  it  is  associated  with  an  acid  re- 
action of  the  urine,  and  is  frequently,  if  not  generally,  deposited, 
in  the  bladder  before  the  emission  of  the  urine.  In  this  respect 
it  differs  from  the  amorphous  urate,  which  is  never  deposited 
until  the  urine  has  cooled. 

Under  the  microscope  it  exhibits  irregular,  opaque,  globular 
and  lumpy  masses,  from  which  project  spiny  crystals,  sometimes 
straight,  sometimes  variously  curved  (see  Fig.  9). 

The  occurrence  of  this  deposit  in  the  febrile  complaints  of  in- 
fants and  children  probably  depends  on  the  urine  being  exces- 
sively scanty  and  concentrated  and 
long  detained  in  the  bladder.  Its  ap- 
pearance in  such  cases  is  temporary, 
and  ceases  on  the  re-establishment  of 
the  flow  of  urine.  The  annexed  draw- 
ing (Fig.  9)  was  made  from  a  deposit 
voided  by  a  little  child  of  three  years. 
The  child  was  suffering  from  severe 
infantile  remittent,  and  no  urine  had 
been  passed  for  two  days.  While  I 
was  examining  the  abdomen,  the  child 
cried,  and  the  urine  began  to  flow. 
The  first  portions  were  turbid  and  of 
a  gamboge-yellow  color,  and  contained  the  spiny  masses  here 
delineated ;  after  about  an  ounce  of  this  had  come  away,  several 
ounces  of  clear  high-colored  acid  urine  followed. 

Clinically,  this  deposit  derives  its  chief  importance  from  the 
circumstance  that  it  is  precipitated  within  the  urinary  passages. 
The  spiny  crystals  irritate  the  mucous  membrane  of  the  bladder 
or  urethra ;  and  the  latter  canal  may  even  be  blocked  up  by  im- 
paction of  masses  of  the  deposit.  It  may  also  form  a  nucleus 
around  which  calculous  matter  may  hereafter  aggregate.  The 
great  comparative  frequency  of  vesical  calculi  in  children  is  not 
improbably  owing  to  the  occurrence  of  this  deposit  in  the  nu- 
merous fugitive  febrile  attacks  to  which  children  are  subject. 

Urate  of  ammonia. — When  urine  becomes  strongly  ammoni- 
acal,  it  is  liable  to  precipitate  urate  of  ammonia,  in  addition  to 
the  mixed  phosphates  which  are  necessarily  deposited  under 


Hedge-hog  crystals  of  urate  of 
soda,  spontaneously  deposited 
from  the  urine  of  a  child. 
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Fig.  10. 


those  circumstances.  The  urate  of  ammonia  has  usually  a  dense 
white  color ;  but  I  have  known  it  possess  a  beautiful  violet  hue. 
Two  forms  are  seen  under  the  microscope.  The  most  com- 
mon are  spheres  and  globular  masses, 
which  appear  almost  black  by  trans- 
mitted light,  owing  to  their  opacity 
(see  Fig.  10,  a).  These  spheres  are 
easily  obtained  by  leaving  a  urine  con- 
taining the  amorphous  urate  to  stand 
in  the  air  until  it  becomes  ammonia- 
cal.  The  second  form  (b)  occurs  as 
very  minute  slender  dumb-bells  :  these 
generally  lie  singly ;  or  two  lie  athwart 
each  other  so  as  to  form  a  cross ;  or 
three  are  united  so  as  to  form  a  ro- 
sette. They  become  coarser  and  larger 
with  age.  This  deposit  has  no  special  clinical  significance;  its 
occurrence  is  merely  an  incident  in  ammoniacal  decomposition 
of  the  urine.  It  is  a  frequent  ingredient  of  the  secondary  phos- 
phatic  crust  which  invests  urinary  calculi  in  the  later  periods 
of  their  growth.     (See  Urolithiasis.) 


Urate  of  ammonia  spontane- 
ously deposited,  a.  Spheres 
and  globular  masses  ;  b.  Dumb- 
bells, crosses,  rosettes. 


V. — OXALATE    OF   LIME. 


{Oxaluria  :  oxalic  acid  diathesis.) 

Naked-eye  characters. — A  deposit  of  oxalate  of  lime  is  usually 
very  scanty,  and  looks  like  a  slight  cloud  of  mucus.  Owing  to 
this,  and  its  colorlessness,  it  seldom  attracts  the  attention  of  a 
patient.  If,  however,  the  urine  be  transferred  into  a  urine- 
glass  immediately  after  emission,  as  is  usually  practised  in  hos- 
pital wards,  the  following  appearances  are  produced,  which  are 
sufficiently  characteristic  to  enable  the  observer  to  recognize 
the  deposit  with  certainty  by  the  unaided  eye.  The  sides  of 
the  glass  are  seen  to  be  traversed  by  numerous  very  fine  lines, 
running  in  bands,  transversely  or  obliquely,  giving  an  appear- 
ance as  if  the  glass  were  finely  scratched.  This  appearance  is 
due  to  the  crystallization  of  the  oxalate  on  the  fine  lines  or  in- 
equalities left  after  cleaning  the  glass  by  towelling.  The  sub- 
sided portion  is  equally  peculiar ;  it  consists  of  two  parts — a 
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soft  pale-gray  mucous-like  sediment  occupying  the  bottom  of 
the  vessel,  and  overlying  this  a  snow-white  denser  layer  with  an 
undulating  but  sharply  limited  surface.  The  only  other  sub- 
stance which  crystallizes  in  lines  on  the  sides  of  the  glass  is  uric 
acid ;  this  is  easily  discriminated  by  the  greater  coarseness  of 
the  lines  and  their  more  or  less  brown  color. 

Micro-chemical  characters. — Oxalate  of  lime  occurs  in  very  mi- 
nute crystals,  the  largest  only  appearing  to  the  naked  eye  as 
sparkling  points.  Two  forms  are  met  with.  The  most  common 
are  octahedra,.  greatly  shortened,  or  flattened,  in  one  direction. 
The  crystals  present  different  appearances  according  to  the  side 
on  which  they  lie.  Commonly  they  rest  on  their  short  axis, 
and  appear  as  squares  crossed  diagonally  by  a  pair  of  lines  (Fig. 
11,  a).     As  they  roll  over  in  the  field  of  the  microscope,  they 


Fig.  11. 


Oxalate  of  lime — octahedra  and  dumb-bells,  of  various  forms,  and  in  various  positions. 

assume  various  forms — lengthened,  pointed  octahedra,  crossed 
parallelograms,  &c.  (be).  Sometimes  half-crystals  are  seen — 
four-sided  pyramids  on  a  square  base  (d) ;  and  sometimes  two 
such  pyramids,  instead  of  being  united  by  their  bases  to  form 
the  ordinary  octahedron,  are  separated  by  a  short  square  prism 
(e).  The  second  form  of  oxalate  of  lime  is  that  of  dumb-bells 
and  minute  ovoids  and  circles  (/<?).     The  different  appearances 
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are  produced  by  the  different  postures  assumed  by  the  objects; 
and  as  they  roll  over  in  the  field  of  the  microscope  the  dumb- 
bell is  seen  to  change  to  an  ovoid  or  circle,  and  vice  versd.  Their 
real  shape  is  that  of  an  oval  or  circular  disk,  with  rounded  mar- 
gins, and  a  depression  in  the  centre  on  either  face. 

The  dumb-bells  are  identical  in  composition  with  the  octa- 
hedra.  Dr.  Bird,  in  his  later  editions,  expressed  a  doubt  on  this 
point,  on  the  ground  of  their  different  behavior  with  polarized 
light.  Dr.  Thudichum,  who  investigated  the  matter  afresh,  has, 
however,  shown  that  the  octahedra  have  a  polarizing  power 
equally  with  the  dumb-bells,  and  that  there  is  no  reason  to  con- 
sider them  as  differing  in  chemical  composition. 

The  precipitation  of  oxalate  of  lime  as  dumb-bells  depends 
on  some  physical  condition  which  interferes  with  the  ordinary 
crystallization.  Very  frequently  urine  depositing  dumb-bells 
contains  little  masses  of  viscid  mucus ;  and  it  seems  probable 
that  a  certain  viscidity  of  the  urine  is  essential  to  this  globular 
precipitation.1 

Oxalate  of  lime  is  insoluble  in  alcohol,  ether,  water,  and  the 
vegetable  acids ;  but  it  dissolves  readily  in  the  mineral  acids. 
The  urine  depositing  it  is  usually  high-colored  and  acid ;  very 
rarely  neutral  or  faintly  alkaline ;  and  never,  so  far  as  I  have 
seen,  freely  alkaline.  Oxalate  of  lime  is  often  conjoined  with 
uric  acid  and  the  amorphous  urates;  much  more  rarely  with  the 
stellar  phosphate  of  lime. 

Production  and  occurrence. — The  frequent  occurrence  of  oxalic 
acid  in  the  urine  cannot  be  a  matter  of  surprise  when  it  is  remem- 
bered that  it  differs  from  carbonic  acid — one  of  the  chief  final 
products  of  the  disintegration  of  the  tissues — only  in  possessing 
half  an  atom  less  of  oxygen.  It  constitutes  probably  one  of  the 
penultimate  stages  in  the  series  of  decompositions  through  which 
the  effete  tissues  pass  preparatory  to  their  final  exit  from  the 
body.  A  large  number  of  substances  which  occur  in  the  body 
(uric  acid,  creatin,  fats,  starch,  sugar,  &c.)  can  be  made  to  yield 
oxalic  acid  in  the  laboratory ;  and  it  is  highly  probable  that  a 
similar  change  occurs  in  the  living  economy.     With  regard  to 

1  The  precipitation  of  carbonate  of  lime  in  spheres  and  close  dumb-bells  in 
the  viscid  urine  of  the  horse  is  an  example  of  the  same  kind.  Mr.  Kainey  has 
shown  a  much  wider  application  of  the  same  principle  in  the  calcifications  which 
take  place  naturally  in  the  hard  tissues  of  the  bodjr.  See  Med.-Chir.  Eev.,  vol. 
xx,  p.  451. 
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uric  acid  this  lias  been  positively  ascertained  by  "Wohler;  and 
Dr.  Garrod  has  succeeded  in  showing  that  oxalic  acid  is  present, 
sometimes  at  least,  in  the  blood. 

It  is  therefore  easy  to  understand  how  oxalic  acid  should  exist 
in  urine :  also  that  it  may  be  partly  derived  from  the  blood  and 
appear  in  the  urine  at  the  moment  of  secretion,  and  partly  be 
produced  after  the  urine  is  secreted  by  conversion  from  uric  acid. 
Dr.  Owen  Rees  has  nevertheless  expressed  his  strong  disbelief 
in  the  existence  of  oxalate  of  lime  in  the  blood,  apparently  on 
the  ground  of  the  chemical  difficulty  in  conceiving  that  oxalate 
of  lime,  from  its  insolubility,  could  exist  dissolved  in  the  blood ; 
he  contends  that  all  the  oxalate  of  lime  found  in  the  urine  is 
produced  from  uric  acid  after  separation  from  the  blood.1  These 
theoretical  objections,  however,  do  not  avail  against  the  positive 
fact  that  oxalic  acid  and  its  compounds,  even  the  insoluble  oxa- 
late of  lime,  pass  through  the  blood  into  the  urine  when  intro- 
duced into  the  stomach.  Wohler  found  that  oxalic  acid  given 
to  dogs  caused  oxalate  of  lime  to  appear  in  the  urine.  Piotrowsky 
confirmed  these  results  by  experiments  on  himself.  He  took,  in 
divided  closes,  from  80  to  100  grains  of  oxalic  acid  in  the  course 
of  about  six  hours,  and  found  that  from  8  to  14  per  cent,  ap- 
peared in  the  urine  as  oxalate  of  lime,  mixed  with  a  little  alkaline 
oxalate.  Similar  results  were  obtained  with  the  oxalate  of  soda. 
"Wlien  the  insoluble  oxalate  of  lime  was  taken  in  the  same  doses, 
very  much  less  of  it  appeared  in  the  urine ;  still  about  1J  per 
cent,  could  be  recovered.2 

Clinical  significance. — Distinction  must  be  made  between  slight 
occasional  deposits,  and  large  quantities  occurring  persistently. 
In  the  former  case,  it  cannot  be  said  positively  that  there  is  any 
departure  from  the  normal  state,  seeing  that  oxalic  acid  is  in  all 
probability  a  natural  constituent  of  urine;  at  least,  it  is  con- 
stantly found  in  the  urine  of  perfectly  healthy  individuals. 

But  when  the  deposit  is  constant  and  large,  an  abnormal  state 
must  be  recognized  to  exist;  and  we  are  called  upon  to  consider 
what  pathological  significance  it  may  have,  and  whether  it  sup- 
plies any  indications  for  treatment. 

The  most  obvious  inference  is,  that  there  exists  a  liability  to 
the  formation  of  an  oxalate  of  lime  calculus.     This  point,  and 

1  "  On  Calculous  Disease.''     Croonian  Lectures  for  1856,  pp.  2  et  seq. 

2  Archiv  f.  Physiol.  Heilk.,  1857,  p.  122. 
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the  preventive  treatment  to  be  followed,  will  be  considered  in 
the  section  on  calculous  disease. 

But  a  much  wider  significance  has  been  given  by  some  authors 
to  oxalate  of  lime  deposits;  and  a  certain  group  of  symptoms 
which  are  alleged  to  accompany  these  deposits,  has  been  erected 
into  a  distinct  pathological  state  under  the  name  of  the  oxalic- 
acid  diathesis.  Dr.  Prout  was  the  first  to  promulgate  this  view, 
and  he  has  been  followed  by  Dr.  Bird  and  Dr.  Begbie.  Dr. 
Bird  gives  the  following  account  of  the  symptoms  which  ac- 
company oxaluria:  "They"  (the  patients)  "are  generally  much 
emaciated,  excepting  in  slight  cases,  extremely  nervous,  pain- 
fully susceptible  to  external  impressions,  often  hypochondriacal 
to  an  extreme  degree,  and  in  very  many  cases  labor  under  the 
impression  that  they  are  about  to  fall  victims  to  consumption. 
They  complain  bitterly  of  incapability  of  exerting  themselves, 
the  slightest  exertion  bringing  on  fatigue.  Some  feverish  ex- 
citement, with  the  palms  of  the  hands  and  soles  of  the  feet  dry 
and  .parched,  especially  in  the  evening,  is  often  present  in  severe 
cases.  In  temper  they  are  irritable  and  excitable ;  in  men  the 
sexual  power  is  generally  deficient  and  often  absent.  A  severe 
and  constant  pain,  or  sense  of  weight  across  the  loins,  is  gener- 
ally a  prominent  symptom,  with  some  amount  of  irritability  of 
the  bladder.  The  mental  faculties  are  generally  but  slightly 
affected,  loss  of  memory  being  sometimes  more  or  less  present." 
(Urinary  Deposits,  5th  ed.  p.  251.) 

This  train  of  symptoms  is  familiar  enough  to  every  practi- 
tioner; and  the  occurrence  of  oxaluria  in  such  cases  is  undoubt- 
edly common  enough;  but  these  symptoms  may  be  present  in 
typical  completeness  without  oxaluria,  and  conversely  oxaluria 
may 'exist  in  its  highest  intensity,  and  even  go  on  to  the  forma- 
tion of  a  mulberry  calculus,  without  evoking  any  of  the  above- 
mentioned  symptoms.  Every  one  who  has  had  experience  in 
calculous  disorders  cannot  have  failed  to  observe  that  the  sub- 
jects of  mulberry  calculus,  especially  children,  are  not  unfre- 
quently  in  the  enjoyment  of  blooming  health  so  long  as  no  local 
irritation  has  been  set  up  by  the  concretion.  It  will  also  not 
fail  to  be  remarked  that  the  symptoms  attributed  to  oxaluria 
are  almost  identical  with  those  attributed  to  spermatorrhoea. 
Disturbed  equilibrium  and  loss  of  tone  of  the  nervous  system, 
with  symptoms  (more  or  less  intense)  of  impaired  digestion,  are 
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unfortunately  a  too  common  resultant  of  the  intense  activity  of 
mind  and  body,  and  the  trying  wear  and  tear  of  modern  life ; 
and  both  physician  and  patient  are  naturally  anxious  to  find 
some  material  alteration  to  account  for  a  condition  which  is  suf- 
ficiently serious,  and  which  is  remarkable  for  its  want  of  defini- 
tion. The  patient  often  fixes  on  some  derangement  of  the  sex- 
ual function,  generally,  in  these  times,  on  spermatorrhoea,  under 
the  inspiration  of  unscrupulous  publications  too  widely  circu- 
lated among  the  curious  public,  or  on  heart  disease,  consump- 
tion, or  gravel.  The  physician  is  able,  by  means  of  physical 
examination,  to  set  aside  these  more  open  delusions,  but  falls 
himself  into  the  trap  of  his  own  ingenuity,  and  is  only  more 
elaborately  wrong  than  his  patient.  He  finds  crystals  of  oxalate 
of  lime  in  the  urine,  and  persuades  himself  that  he  has  discov- 
ered the  first  link  in  the  chain  of  consequences.  It  may  be 
much  questioned  (and  I  certainly  see  no  necessity  for  such  a 
supposition),  whether  there  be  any  morbid  condition  antecedent 
to  the  plain  symptoms  of  the  case,  namely,  a  nervous  system 
upset  because  overtasked,  and  a  digestion  deranged  because 
mismanaged. 

The  facts  and  considerations  which  lead  to  the  above  reflec- 
tions are: 

1.  Intense  oxaluria  may  exist  persistently  without  evok- 
ing the  group  of  symptoms  attributed  to  the  oxalic  diathesis. 

2.  This  group  of  symptoms  may  exist  in  typical  develop- 
ment without  the  occurrence  of  deposits  of  oxalate  of  lime 
in  the  urine. 

3.  The  most  varied  morbid  states  coexist  with  oxaluria. 
I  have  been  in  the  habit  for  many  years  of  noting  the 
symptoms  and  pathological  states  of  those  patients  in  the 
Manchester  Infirmary  who  had  pronounced  oxalate  of  lime 
deposits.  Five  out  of  every  six  exhibited  none  of  those  at- 
tributed to  oxaluria.  Almost  every  variety  of  disease  was 
occasionally  found  associated  therewith.  The  following  es- 
pecially were  observed:  chronic  phthisis,  cardiac  affections, 
emphysema  with  chronic  bronchitis,  chronic  rheumatism, 
anseniia,  hemiplegia,  malignant  disease  of  the  liver  and 
stomach,  chronic  vomiting,  and  cirrhosis. 

I  am  strongly  convinced  that  oxaluria  arises  from  a  variety  of 
conditions,  many  of  them  not  accompanied  by  appreciable  de- 
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partures  from  health,  in  which  the  assimilation  of  food  or  the 
disintegration  of  the  tissues  goes  on  imperfectly;  and  that  it  is 
impossible  to  assign  any  constant  train  of  symptoms  as  the 
cause  or  the  consequence  of  oxaluria.  At  the  most,  oxaluria 
is  only  one  in  a  long  list  of  symptoms,  and  one  of  the  least 
significant. 

Beneke,  who  has  subjected  this  question  to  an  elaborate  ex- 
amination, both  in  the  way  of  experiment  and  observation,  has 
formulated  the  following  propositions,  which  appear  to  me  to  be 
well  founded: 

1.  Oxaluria,  a  condition  which  accompanies  the  lighter 
or  severer  forms  of  illness,  has  its  proximate  cause  in  an 
impeded  metamorphosis, — that  is,  in  an  insufficient  activity 
of  that  stage  of  oxidation  which  changes  oxalic  acid  into 
carbonic  acid. 

2.  Oxalic  acid  has,  if  not  its  sole,  its  chief  source  in  the 
azotized  constituents  of  the  blood  and  food;  everything, 
therefore,  which  retards  the  metamorphosis  of  these  con- 
stituents occasions  oxaluria. 

3.  Such  a  retardation  of  the  metamorphosis  of  the  azo- 
tized constituents  of  the  blood  may  be  determined  by  the 
following  causes : 

a.  Abuse  of  azotized  articles  of  food  (direct  retardation). 
6.  Abuse  of  saccharine  and  starchy  articles  of  food  (indi- 
rect retardation). 

c.  Insufficiency  of  the  red  blood-corpuscles  and  (even- 

tually) diminished  oxidation. 

d.  Insufficient  enjoyment  of  pure,  fresh,  ventilated  air. 

e.  Organic  lesions  which  in  any  way  impede  respiration 

and  the  circulation  of  the  blood. 
/.  Conditions  of  the  nervous  system  which  bear  a  charac- 
ter of  depression,  whether  these  arise  primarily  from 
mental  derangement  or  from  pathological  states  of 
the  blood. 

4.  Excess  of  alkaline  bases  in  the  blood,  which,  as  nu- 
merous observations  tend  to  show,  plays  an  important  part 
among  the  setiological  conditions  of  oxaluria;  and  it  is  not 
improbable  that  an  increased  production  of  lactic  and  bu- 
tyric acids  in  the  digestive  canal  consequent  thereupon,  im- 
pedes the  development  of  the   red  blood-corpuscles,  and 
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thereby  generates  that  chlorotic  state  which  so  often  occa- 
sions and  accompanies  oxaluria. 

5.  Catarrhal  conditions  of  the  intestinal  mucous  mem- 
brane, in  case  they  are  accompanied  by  oxaluria,  have  at 
most  only  a  common  source.  They  may  determine  oxaluria 
by  causing  deranged  digestion,  but  cannot  be  considered  as 
its  proximate  cause.1 
Treatment. — After  the  foregoing  reasoning  and  conclusions,  it 
is  scarcely  necessary  to  say  that  oxaluria  does  not,  in  the  opinion 
of  the  present  writer,  furnish  special  indications  for  treatment : 
nevertheless  it  will  be  found  that,  apart  from  the  existence  of 
organic  disease,  the  conditions  most  frequently  found  associated 
with  oxaluria,  varied  as  they  are,  call  for  a  tolerably  uniform 
therapeutical  action.  They  demand  a  quickening  of  the  oxida- 
tion processes,  and  a  careful  regulation  of  the  diet.  The  skin 
should  be  encouraged  to  activity  by  systematic  use  of  cold 
sponging,  friction  of  the  skin  with  flesh-brushes,  wearing  of 
flannel  vests  and  drawers,  regulated  exercise  in  the  open  air — if 
available,  horse  exercise.  Many  of  the  cases  yield  only  to  re- 
peated change  of  air :  the  bracing  atmosphere  of  upland  and 
sea-side  localities  generally  suits  the  best.  It  will  often  be 
found  advantageous  to  withdraw  for  a  time  the  use  of  tea  and 
coflee,  and  to  substitute  milk :  or  if  this  prove  heavy,  milk 
mixed  with  one-fourth  of  lime-water.  The  diet  should  be  judi- 
ciously compounded  of  due  proportions  of  animal  and  vegetable 
substances — diminishing  the  one  or  the  other  group  of  aliments 
according  to  the  ascertained  idiosyncrasy  of  the  patient.  He 
must  be  cautioned  against  heavy  meals,  and  trained  to  partake 
more  moderately  of  four  meals  a  day.  Digestion  may  be  pro- 
moted by  the  administration  of  the  mineral  acids  in  light  bitter 
infusions,  or  by  small  doses  of  the  bicarbonate  of  potash  in  the 
same  combination.  It  is  not  easy  to  determine  beforehand 
which  of  these  opposite  medicaments  will  prove  most  grateful 
to  the  stomach.  The  rule  of  choice  is,  to  administer  the  acid 
when  the  dyspeptic  symptoms  point  to  an  atonic  state  of  the 
organ  and  of  the  body  generally;  and  the  alkali  when  the  signs 
point  to  gastric  and  general  irritation. 

1  Zur  Entwicklungsgeschichte  d.   Oxularie,  by  F.   W.   Beneke.     Gottingen, 
1852. 
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VI. — CYSTINE    (C6H6N04S2). 
{Synonym — Cystic  oxide.) 

Cystine  or  cystic  oxide  is  a  crystalline  body  of  great  rarity, 
which  is  found  only  under  certain  abnormal  conditions  in  the 
bodies  of  animals.  Hitherto  it  has  been  detected  with  certainty 
only  in  man  and  the  dog.  Cloetta  asserts  that  he  found  it  once 
in  the  kidneys  of  an  ox. 

Cystine  was  discovered  by  Wollaston  in  1805,  in  a  urinary 
calculus  which  was  mainly  composed  of  it.  Since  that  time  a 
considerable  number  of  cystine  calculi  have  been  found  in  dif- 
ferent parts  of  Europe  and  America;  but,  as  compared  with 
other  urinary  concretions,  this  is  one  of  the  most  rare. 

As  a  urinary  deposit,  cystine  has  been  even  less  frequently 
met  with  than  as  a  calculus ;  and  as  nothing  is  known  touching 
the  organic  processes  and  constitutional  states  in  which  cystine 
is  produced,  the  clinical  interest  attaching  to  it  is  for  the  most 
part  confined  to  its  manifestations  as  gravel  and  calculus.  A 
number  of  cases  have,  however,  been  observed  where  cystine 
existed  simply  as  a  urinary  deposit,  or  dissolved  in  the  urine. 

Generally,  urine  depositing  cystine  is  turbid  when  voided : 
and  on  standing,  a  copious  light,  sediment  subsides,  much  re- 
sembling (to  the  naked  eye)  fawn-colored  lithates.  The  urine 
from  which  cystine  is  deposited  has  frequently  a  peculiar  sweet- 
brier  odor,  a  honey-yellow  color,  and  an  oily  appearance.  It  is 
usually  faintly  acid;  and  very  liable  to  decomposition,  in  the 
course  of  which  it  evolves  sulphuretted  hydrogen,  and  blackens 
white  glass  vessels.  Br.  Golding  Bird  observed  that  urine  con- 
taining cystine  changed  from  yellow  to  green  when.it  became 
decomposed. 

A  few  drops  of  acetic  acid  always  precipitate  an  additional 
quantity  of  cystine  from  the  supernatant  urine ;  and  if  a  urine 
containing  cystine  holds  it  all  in  solution,  as  may  happen  when 
the  quantity  is  very  small,  acetic  acid  throws  it  down. 

A  deposit  of  cystine  is  not  dissolved  by  heat,  nor  by  the 
vegetable  acids.  It  is  instantly  dissolved  by  caustic  ammonia, 
and  if  the  solution  be  exposed  in  a  watch-glass  to  evaporation 
in  the  air,  beautiful  six-sided  crystals  are  obtained  as  the  vola- 
tile alkali  exhales.    This  is  the  characteristic  reaction  of  cystine, 
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and  leads  to  its  easy  identification.  Cystine  is  also  soluble  in 
the  carbonates  of  the  fixed  alkalies ;  but  not  in  carbonate  of  am- 
monia, which  indeed  is  its  best  precipitant  from  acid  solutions. 
It  is  soluble  also  in  the  mineral  acids,  but  insoluble  in  acetic  and 
tartaric  acids.  It  is  insoluble  in  water  and  alcohol.  Heated  on 
a  platina  foil,  it  evolves  thick  white  fumes,  having  a  peculiar 
offensive  odor  resembling  garlic. 

Cystine  is  a  body  of  very  weak  affinities,  without  taste  or  smell ; 
it  acts  as  a  feeble  base,  and  forms  crystalline  compounds  with 
nitric  and  hydrochloric  acids.  According  to  Pelouze  it  may 
also  play  the  part  of  an  acid ;  he  obtained  two  compounds  with 
silver,  which  he  denominated  cystates.1 

A  spontaneous  deposit  of  cystine  in  urine  is  composed  of  hex- 
agonal tablets.  When  the  ammoniacal  solution  of  cystine  is  al- 
lowed to  evaporate  in  the  air,  magnificent  crystals  are  obtained, 
which  furnish  brilliant  objects  for  the  microscope.  Cystine  is 
dimorphous,  and  crystallizes  in  two  forms,  namely,  as  six-sided 
tablets  and  square  prisms  (Fig.  12). 


Fig.  12. 


Cystine.     Hexagonal  tablets  and  prisms. 

The  ammoniacal  solution  generally  deposits  hexagonal  plates 
only,  or  these  mixed  with  a  few  prisms ;  sometimes,  however, 

1  "  Note  sur  la  cystine,"  by  Pelouze  appended  to  Civiale's  Memoire  sur  les  cal- 
culs  cle  cystine,  at  p.  441  of  Civiale's  treatise  Du  treatment  medical  de  lapierre. 
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the  prisms  are  more  abundant  than  the  plates.  The  prisms 
either  lie  singly  or  form  stars ;  they  refract  light  strongly,  and 
the  facettes  which  lie  slantingly  out  of  the  direct  line  of  vision 
appear  perfectly  black,  contrasting  with  the  brilliant  lustrous 
white  of  the  planes  through  which  the  light  passes  vertically. 
This  gives  a  peculiar  striped  appearance  to  the  prisms,  and  causes 
them  to  appear  deceptively  six-sided.  The  hexagonal  tablets 
have  an  iridescent  mother-of-pearl  lustre ;  their  surfaces  are  often 
beautifully  chased  by  lines  of  secondary  crystallization  ;  they  also 
form  thick  rosettes  of  great  brilliancy. 

The  production  of  cystine  in  the  animal  body  has  as  yet  re- 
ceived no  elucidation.  It  may,  however,  be  assumed  that,  like 
other  urinary  ingredients,  it  pre-exists  in  the  blood,  and  is  merely 
separated  by  the  kidneys.  The  most  remarkable  fact  respecting 
the  constitution  of  cystine  is  the  large  amount  of  sulphur  (nearly 
26  per  cent.)  which  it  contains.  The  close  analogy  of  composi- 
tion between  it  and  taurine,  renders  it  not  improbable  that  the 
liver  is  the  original  source  of  cystine  ;'  and  the  discovery  of  cys- 
tine in  the  livers  of  typhus  patients  by  Scherer2  lends  support  to 
this  view. 

The  other  constituents  of  the  urine  have  not  been  found  al- 
tered in  any  constant  manner  in  cystinuria ;  and  the  later  ana- 
lyses of  Beale3  and  Toel4  tend  to  support  the  original  opinion  of 
Civiale,  that  in  cystinuria,  as  in  most  other  calculous  states,  the 
composition  of  the  urine,  apart  from  the  dominant  calculus- 
forming  constituent,  is  normal.  The  excretion  of  sulphuric  acid 
was  not  found  diminished  in  a  case  examined  by  Beale.  It 
would  be  of  more  interest  to  determine  the  amount  of  unoxidized 
sulphur  voided  with  the  urine  in  these  cases.  "When  it  is  re- 
membered that  from  3  to  5  grains  of  unoxidized  sulphur  are 
daily  discharged  with  the  urine  by  healthy  men,5  it  would  seem 

1  The  close  connection  between  cystine  and  taurine  may  be  gathered  at  a  glance 
by  a  comparison  of  their  composition  per  cent.  : 

Carbon,    . 
Hydrogen, 
Nitrogen, 
Oxygen,  . 
Sulphur, 

2  Archiv  f.  Path.  Anat.  Bd.  x,  p.  228. 

3  Urine  and  Urinary  Calculi,  p.  811. 

4  Ann.  der  Chem.  u.  Pharm.,  Bd.  xcvi,  p.  24. 

s  Eonalds:  Phil.  Trans.  1847,  p.  461.  The  observations  of  Eonalds  have  been 
since  confirmed  by  Griffith  and  Parkes.  The  same  has  been  found  in  the  urine 
of  dogs  by  Bischoff  and  Voit. 
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a  priori  not  improbable  that  cystine  is  only  the  sulphur  extract- 
ive in  a  new  form.  If  it  be  so,  one  would  expect  the  unoxidized 
sulphur  to  be  diminished  in  cystinuria. 

Deposits  of  cystine  are  very  bulky ;  but  the  quantity,  when 
weighed,  is  found  unexpectedly  small.  Percentage  determina- 
tions have  been  made  by  Prout  and  Beale.  The  former  found 
0.034  and  the  latter  0.09.  Toel  made  a  determination  of  the 
daily  excretion  in  two  sisters  of  Bremen,  whose  urine  contained 
cystine  both  as  a  deposit  and  in  solution.  He  obtained  the  same 
daily  average  in  both,  namely  21.6  grains.1 

Cystine  may  persist  in  the  urine  for  many  years;  it  may  dis- 
appear for  a  while,  and  reappear  again  after  a  longer  or  shorter 
interval ;  or  it  may  disappear  permanently.  It  is  sometimes  suc- 
ceeded by  deposits  of  uric  acid.  The  connection  of  cystine  in 
the  urine  with  deposits  of  the  earthy  phosphates,  on  which  Prout 
and  Civiale  insist,  is  probably  nothing  more  than  a  coincidence 
depending  on  the  strong  tendency  of  urine  containing  cystine 
to  decompose  and  become  ammoniacal,  whereby  the  phosphates 
are  necessarily  precipitated. 

One  of  the  most  curious  circumstances  in  the  history  of  cystine 
is  the  unquestionable  tendency  which  it  shows  to  run  in  families. 
The  facts  bearing  on  this  point  will  be  referred  to  in  treating  of 
cystine  calculus. 

Cystine  has  been  found  mostly  in  children  and  young  adults ; 
though  no  age  is  exempt.  Dr.  Shearman,  of  Rotherham,  be- 
lieves that  scrofulous  children  and  chlorotic  females  are  especially 
liable  to  cystinuria.  In  a  young  woman,  from  whom  Mr.  Jordan 
extracted  a  cystine  calculus  some  years  ago,  in  the  Manchester 
Infirmary,  I  found  considerable  tuberculous  consolidation  of 
both  apices.     The  more  recent  researches  of  Fabre2  do  not  sup- 

1  These  results  of  Toel  are,  however,  of  doubtful  trustworthiness,  inasmuch 
as  he  seems  to  have  followed  a  faulty  analytical  process.  This  was,  first,  to 
estimate  the  S03  in  a  known  quantity  of  the  urine  ;  then  to  take  an  equal  portion 
of  the  same  urine,  evaporate  to  dryness,  and  burn  the  residue  with  a  mixture  of 
carb.  soda  and  nitrate  of  potash.  He  then  determined  the  S03  in  the  fused  mass  : 
and  having  subtracted  the  sulphur  previously  found  as  S03,  apportioned  the  rest 
to  cystine.  He  seems  to  have  forgotten  that  the  urine  might  contain  unoxodized 
sulphur,  which  would  of  course  appear  as  S03  under  the  plan  of  analysis  fol- 
lowed. 

2  A.  Fabre:  De  la  cystine,  &c.  Paris  Thesis,  1859.  Fabre  calls  attention  to 
the  hexagonal  appearance  of  uric  acid  crystals  when  precipitated  by  acetic  acid ; 
and  he  attributes  the  conclusions  of  Shearman  to  confounding  these  with  cystine 
crystals. 
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port  the  opinions  of  Dr.  Shearman.  Fabre  examined  the  urine 
of  a  large  number  of  tuberculous  persons  and  of  thirty-six  stru- 
mous children,  but  failed  to  detect  a  trace  of  cystine.  In  fifteen 
chlorotic  females  he  likewise  obtained  negative  results. 

It  is  undoubted  that  persons  may  void  cystine  for  years  with- 
out any  other  deviation  from  health  than  what  is  caused  by  the 
physical  irritation  of  the  concretions,  when  these  form.  The 
brothers  Planta,  operated  on  by  Civiale  for  immense  cystine 
calculi,  were  known  to  have  been  excreting  cystine  in  quantity 
for  six  years  continuously,  without  any  impairment  of  health. 
The  sisters  observed  by  Toel  looked  well,  and  were  perfectly 
healthy,  except  that  they  were  liable  to  nephritic  pains  from  time 
to  time,  when  they  passed  small  calculi  and  gravel. 

The  clinical  significance  of  cystine  is  therefore  chiefly,  if  not 
wholly,  the  danger  of  the  formation  of  stone  and  gravel. 

The  treatment  of  cystinuria,  apart  from  that  which  is  designed 
to  prevent  the  formation  of  concretions,  is  necessarily,  so  long 
as  the  rationale  of  its  production  is  so  obscure,  unsatisfactory. 
Dr.  Prout  believed  he  saw  benefit  from  the  long-continued  use 
of  nitro-muriatic  acid.  Dr.  Bird,  on  the  other  hand,  found  the 
same  remedy  useless.  If  chlorosis  or  struma  coexist  with  cys- 
tinuria, these  will  of  course  demand  their  appropriate  treatment; 
but  as  yet  nothing  is  known  which  can  pretend  to  have  any 
direct  influence  in  checking  the  formation  of  cystine.  It  may 
be  borne  in  mind,  however,  that  if  the  general  health  can  be 
maintained  at  a  good  standard,  and  the  danger  of  calculus  forma- 
tion warded  off — both  of  which  objects  medical  treatment  may 
fairly  hope  to  attain — the  persistence  of  cystinuria  may  be  looked 
on  without  much  anxiety. 


VII. — XANTHINE    (C1QH4N404). 
(Syno?iyms — Xantkic  oxide;  uric  oxide.) 

This  rare  substance  was  originally  discovered  by  Dr.  Marcet, 
about  the  year  1817,  in  a  urinary  calculus  given  to  him  by  Dr. 
Babington.  This  concretion  weighed  only  8  grains,  and  had 
apparently  been  passed  spontaneously.  In  1816  the  elder  Lan- 
genbeck  removed  from  a  peasant  boy,  eight  years  of  age,  a  stone 
as  large  as  a  small  egg,  which  was  afterwards  identified  by  Stro- 
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meyer  with  the  xanthic  oxide  or  xanthine  of  Marcet.  In  1837 
a  portion  of  this  stone  was  analyzed  by  Liebig  and  Wb'hler;1  in 
1846  it  was  re-examined  by  Bodo  TJnger2  with  identical  results.. 
The  name  Xanthine  was  originally  used  by  Unger  to  designate 
a  substance  found  by  him  in  guano,  which  he  at  first  considered 
identical  with  Marcet's  xanthic  oxide,  but  which  he  subse- 
quently established  as  a  new  substance  under  the  name  of 
guanine ;  the  name  xanthine  then  passed  permanently  to  Mar- 
cet's xanthic  oxide. 

In  1829,  Laugier3  described  some  minute  calculi  obtained 
from  a  patient  who  had  passed  several.  Three  of  these  were 
handed  over  to  Laugier ;  the  largest  of  them  weighed  less  than 
one-sixth  of  a  grain.  Their  deep  yellow  color,  their  spherical 
form,  their  smooth  surface,  seemed  to  indicate  that  they  con- 
sisted of  uric  acid.  They  proved,  however,  to  he  xanthine,  and 
yielded  the  characteristic  reaction  with  nitric  acid  and  potash. 

Professor  Dulk,  of  Konigsberg,  removed  a  xanthine  calculus 
weighing  7  grains  from  the  urethra  of  a  boy  (Bird). 

Xanthine  is  a  substance  closely  connected  with  uric  acid,  dif- 
fering from  it  in  composition  only  in  possessing  two  atoms  less 
of  oxygen.  Xanthine  has  been  discovered  by  Scherer  in  the 
blood ;  also  in  the  muscles,  liver,  spleen,  and  brain.  Scherer4 
further  states  that  a  very  minute  quantity  of  xanthine  is  a 
natural  constituent  of  healthy  urine.  Heller  has  been  unable 
to  convince  himself  of  the  correctness  of  this  statement.5 

Xanthine  has  been  met  with  four  times  (as  above  recorded) 
as  a  urinary  calculus :  as  a  urinary  deposit  it  is  alleged  to  have 
been  encountered  by  Bird,  Douglas  Maclagan,  and  Bence  Jones. 
Maclagan  found  it  mixed  with  earthy  phosphates  in  the  urine 
of  an  hysterical  girl.6  Dr.  Bence  Jones's  case  was  a  school-boy 
between  nine  and  ten  years  of  age.  Three  years  before  he  had 
suffered  an  attack  resembling  nephritic  colic,  but  without  sub- 
sequent passage  of  a  stone.  When  first  seen,  the  urine  made  at . 
night  contained  a  small  quantity  of  albumen,  but  that  of  the 

•  Poggend.  Ann.  der  Physik,  1837,  Bd.  xli,  p.  393. 

2  Liebig's  Ann.  der  Chem.  und  Pharm.,  Bd.  lviii,  p.  18. 

3  Journ.  de  Chim.  Med.,  vol.  v,  1st  series. 

4  Liebig's  Ann.  d.  Ch.  u.  Ph.,  Bd.  cvii,  Heft  3,  1858. 

5  Heller's  Harnconcretionen,  p.  139,  note. 

6  Edin.  Med.  Journ.,  1858,  p.  121.  Scherer  doubts  this  case;  and  thinks  the 
reaction  mentioned  by  Maclagan  insufficiently  characteristic. 
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morning  contained  none.  A  month  later  the  urine  was  found 
"  quite  thick  and  deep  colored.  A  drop  was  placed  under  the 
microscope,  and  a  crystalline  deposit  was  found  resembling  one 
form  of  uric  acid.  From  this  form  I  considered  the  deposit  was 
uric  acid — (the  crystals  were  pointed  ovals).  On  examining  the 
unfiltered  urine  for  albumen  by  heat,  I  was  surprised  to  see  the 
crystalline  deposit  entirely  dissolve.  A  fresh  portion  of  sedi- 
ment showed  the  same  crystalline  appearance  and  the  same 
solubility  by  •heat.  .  .  .  A  day  or  two  afterwards  another 
specimen  was  brought  to  me,  containing  the  same  crystalline 
deposit  soluble  by  heat.  The  sediment  formed  about  an  eighth 
of  the  bulk  of  the  fluid.  It  was  collected  on  a  filter,  washed 
with  alcohol,  and  it  gave  the  following  reactions :  It  dissolved 
in  water  and  hydrochloric  acid ;  when  treated  with  nitric  acid 
it  dissolved  without  effervescence,  and  when  evaporated  to  dry- 
ness it  left  a  yellow  residue."1  Further  examinations  of  the 
urine  on  subsequent  occasions  yielded  no  traces  of  xanthine. 

Jackson  thought  he  detected  xanthine  in  diabetic  urine ;  but 
the  tests  he  relied  on  were  untrustworthy.  Lehmann  was 
unable  to  detect  xanthine  in  several  diabetic  urines  which  he 
examined. 

Purified  xanthine,  according  to  Stadeler  (who  operated  on 
xanthine  obtained  from  Langenbeck's  calculus),  shows  itself 
under  the  microscope  as  very  small,  irregular  granules.  When 
dried  it  forms  brittle  crusts,  almost  chalk-white,  with  a  slight 
tinge  of  yellow,  which  become  deeper-colored  when  powdered. 
When  rubbed,  xanthine  acquires  a  waxy  lustre.  It  is  soluble 
in  alkalies ;  also  moderately  freely  in  concentrated  and  warm 
hydrochloric  acid.  This  solution  becomes  turbid  on  cooling, 
and  deposits  quadratic  octahedra  of  a  combination  of  xanthine 
with  the  acid.  It  dissolves  without  effervescence  in  nitric  acid, 
and  the  solution  on  evaporation  leaves  a  bright  yellow  residue, 
which  becomes  violet-red  when  treated  with  solution  of  caustic 
potash.2  The  solubility  of  xanthine  in  water  is  subject  to  ex- 
traordinary variations,  which  are  not  yet  understood.  Stadeler 
found  pure  xanthine  from  Langenbeck's  calculus  to  dissolve  in 

1  Journ.  of  Chemical  Society,  Feb.  1862,  p.  79.  It  may  be  remarked  that  in 
no  previous  account  of  xanthine  have  crystals  of  that  substance  been  found.  It 
is  to  be  wished  that  in  Dr.  B.  Jones's  case  the  identification  of  xanthine  had 
been  more  perfect. 

2  Strecker:  Liebig's  Ann.,  May,  1861,  Bd.  cxviii,  p.  158. 
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13,333  parts  of  cold  and  in  1178  parts  of  hot  water.  Strecker 
found  artificial  xanthine,  prepared  by  him  from  guanine,  to 
vary  in  its  solubility  according  as  it  was  obtained  from  the  evap- 
orated ammoniacal  solution  or  precipitated  from  its  alkaline 
solutions  by  acetic  acid.  In  the  former  case  the  solubility  in 
hot  water  was,  in  round  numbers,  1  in  1350 ;  but  in  the  latter, 
1  in  396.  Prolonged  boiling  was  found  by  Strecker  to  lessen 
the  solubility  of  xanthine  in  hot  water.1 


VIII. LEUCINE    AND    TYROSINE. 

These  two  substances  were  found  by  Stadeler  and  Frerichs 
in  the  urine  in  typhoid  fever  and  acute  yellow  atrophy  of  the 
liver.  Tyrosine  has  even  been  found  to  form  a  natural  urinary- 
deposit  in  the  latter  disease.  This  deposit  is  described  by  Fre- 
richs as  a  greenish-yellow  crystalline  sediment,  which  increases 
considerably  with .  slight  evaporation  of  the  urine.  Under  the 
microscope,  greenish-yellow  globular  masses,  composed  of  aci- 
cular  crystals,  are  seen.  In  one  of  Frerichs'  cases  of  acute  yellow 
atrophy,  he  says  of  the  urine :  "  After  standing  in  the  cold  air 
a  greenish-yellow,  light  sediment  was  deposited,  consisting 
entirely  of  acicular  crystals  of  tyrosine  aggregated  together  in 
globular  masses.  When  a  drop  of  urine  was  evaporated  on  a 
watch-glass,  it  left  behind  a  residuum,  which,  upon  microscopi- 
cal examination,  was  found  to  be  almost  exclusively  composed 
of  the  most  characteristic  possible  crystals  of  leucine  and  tyro- 
sine, partially  saturated  with  coloring  matter."2  Frerichs  re- 
gards the  occurrence  of  these  deposits  as  of  great  importance  in 
the  diagnosis  of  acute  yellow  atrophy  of  the  liver. 

In  May  of  the  present  year  (1865),  my  assistant,  Mr.  Cle- 
ments, brought  me  a  specimen  of  urine  passed  by  a  young 
woman  who  was  suffering  (and  died  the  day  after)  from  acute 
yellow  atrophy  of  the  liver,  in  the  home  district  of  the  Man- 
chester Infirmary.  After  standing  forty-eight  hours,  it  had 
deposited  an  abundant  sediment  of  tyrosine,  crystallized  in 
sheaf-like  bundles  of  acicular  crystals  (see  Fig.  13). 

'  Ibid.,  p.  168. 

2  Frerichs  on  Dis.  of  Liver,  Syd.  Soc.  Trans. ,  vol.  i,  Frontispiece,  Fig.  5, 
and  p.  220. 
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Xanthine,  hypoxanthine,  guanine,  tyrosine,  leucine,  creatine,  and 

creatinine,  may  be  regarded  as 
intermediate  steps  in  the  re- 
gressive metamorphosis  of  azo- 
tized  tissues,  of  which  the  ulti- 
mate stages  are  urea,  uric  acid, 
water,  and  carbonic  acid.  It 
is  therefore  not  surprising  that 
they  should  be  found  in  small 
quantities  in  the  tissues  and  the 
blood;  and  that  a  retardation 
of  this  metamorphosis  in  some 
particular  stage  should  occa- 
sion their  appearance  in  the 
urine. 

Hitherto  their  clinical  signi- 
ficance has  not  been  made  out 
with  sufficient  clearness  to  be  of  practical  service ;  and  the  circum- 
stance that  (except  xanthine  and  tyrosine)  they  never  form  spon- 
taneous urinary  deposits,  removes  them  (at  present)  from  the 
interest  and  view  of  the  practitioner.  But  it  is  not  improbable 
that  the  study  of  these  bodies  in  the  urine  may  hereafter  lead 
to  important  clinical  indications ;  until  then,  it  is  not  desirable 
to  load  a  practical  work  like  the  present  with  details  respecting 
them. 


Tyrosine,  spontaneously  deposited  from  the 
urine  of  a  patient  with  acute  yellow  atro- 
phy of  the  liver. 


IX. — PHOSPHORIC   ACID   AND    THE    PHOSPHATES. 

Phosphorus  exists  in  the  animal  body  in  large  quantities, 
either  oxidized  into  phosphoric  acid,  and  united  with  bases  so  as 
to  form  phosphates  which  pervade  the  fluids  and  solids- — especi- 
ally the  bones ;  or  unoxidized,  and  combined  in  some  manner 
not  yet  understood  with  albuminous  compounds. 

Phosphoric  acid  passes  out  of  the  body  partly  with  the  faeces 
and  partly  with  the  urine.  The  diurnal  excretion  of  phosphoric 
acid  by  the  kidneys  varies  from  30  to  90  grains.  The  mean  of 
twenty-five  sets  of  observations  collected  by  Dr.  Parkes,  was 
48.80  grains  a  day.  Two-thirds  or  three-fourths  of  this  are  com- 
bined with  potash  and  soda  to  form  soluble  phosphates,  which 
do  not  come  under  the  notice  of  the  practitioner  as  urinary  de- 
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posits.  The  remainder  is  united  with  lime  and  magnesia  to  form 
salts,  which,  though  soluble  in  acid  urine,  are  speedily  precipi- 
tated when  the  secretion  becomes  alkaline,  and  constitute  uri- 
nary deposits. 

Phosphoric  acid  is  derived  in  part  directly  from  the  food;  in 
part  also  from  the  oxidation  within  the  body  of  the  phosphorus 
of  the  albuminoid  tissues,  and  especially  the  nervous  tissue.  The 
hourly  excretion  of  phosphoric  acid  rises  considerably  after 
meals ;  and  the  earthy  phosphates  undergo  a  proportionally  larger 
increase  than  the  alkaline  phosphates.  In  a  series  of  obser- 
vations extending  over  six  days,  I  found  that  the  average  hourly 
separation  of  the  earthy  phosphates  during  the  two  hours  pre- 
ceding dinner,  amounted  only  to  one-half  the  quantity  separated 
during  the  third  and  fourth  hours  after  dinner.  The  alkaline 
phosphates  rose  from  3.47  grains  per  hour  before  dinner,  to 
4.90  grains  after  dinner. 

The  food  is,  however,  not  the  sole  source  of  the  phosphoric  acid 
of  the  urine;  and  the  separation  of  it  goes  on,  though  in  greatly 
diminished  quantity,  after  prolonged  fasting. 

A  very  large  number  of  observations  have  been  made  on  the 
excretion  of  phosphoric  acid  in  disease,  but  with  results  of  slight 
clinical  value.  Dr.  Bence  Jones  has  formulated  the  following 
conclusions  (founded  on  determinations  per  1000  parts):  "In 
acute  inflammation  of  the  brain,  there  is  an  excessive  amount 
of  phosphates  in  the  urine.  "When  the  inflammation  becomes 
chronic,  no  excess  of  phosphates  can  be  shown  to  exist.  .  .  . 
In  some  functional  diseases  of  the  brain,  an  excessive  amount 
of  phosphates  is  observable ;  this  ceases  with  the  delirium.  De- 
lirium tremens  shows  a  remarkable  deficiency  in  the  amount  of 
phosphates  excreted,  provided  no  food  is  taken.  "When  food  is 
taken  the  diminution  is  not  apparent."1  These  observations  are 
substantially  borne  out  by  the  observations  of  Tomowitz  and 
Beale. 

Professor  Vogel  ascertained  the  rate  of  excretion  of  phospho- 
ric acid  in  a  very  great  number  of  acute  and  chronic  diseases 
(having  made  above  1000  observations),  but  without  eliciting 
any  conclusions  capable  of  clinical  use.2 

1  Medico-Chir.  Trans.,  vol.  xxxviii,  p.  261. 

2  Neubauer  and  Vogel :  Analysis  of  the  Urine,  Syd.  Soc.  Trans.,  p.  413 — where 
the  reader  is  referred  for  fuller  information. 
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To  the  practitioner,  therefore,  the  interest  of  phosphoric  acid 
and  the  phosphates  in  the  urine,  is  confined  to  the  earthy  phos- 
phates, which  come  before  him  as  urinary  deposits  and  urinary 
concretions. 

Dr.  Prout  dignified  with  the  name  of  "  phosphatic  diathesis," 
the  tendency  to  the  deposition  of  the  earthy  phosphates  in  the 
urine.  Dr.  Bence  Jones1  has,  however,  clearly  shown  that  this 
designation  is  wholly  inappropriate.  There  is  not  the  least  rea- 
son to  believe  that  there  is  any  constitutional  state  specially 
characterized  by  an  excessive  excretion  of  phosphates  ;  the  phos- 
phatic diathesis  of  Prout  is  simply  ammoniacal  urine. 


DEPOSITS    OP   EARTHY    PHOSPHATES. 

Phosphoric  acid  is  spontaneously  deposited  in  the  urine  chiefly, 
if  not  exclusively,  in  one  of  the  three  following  combinations : 

1.  Amorphous  phosphate  of  lime,  or  bone-earth  (3  Ca  O, 

P05). 

2.  Crystallized  phosphate  of  lime  (2  Ca  0,  HO,  PO  -f  3 

Aq.) 

3.  Ammoniaco-magnesian  phosphate,  or  triple  phosphate 

(NH4  0,  2  Mg  O,  P05  +  12  Aq.) 

These  three  compounds  are  occasionally  precipitated  together 
in  one  deposit ;  much  more  frequently  the  first  and  third  are 
found  together,  forming  the  ordinary  sediment  of  ammoniacal 
urine.  This  latter  passes  under  various  names,  viz. :  "  the 
mixed  phosphates,"  the  "secondary  phosphates,"  or  "fusible 
matter."  This  will  come  under  notice  again  as  the  special  con- 
stituent of  secondary  calculous  formations. 

The  earthy  phosphates  are  readily  soluble  in  the  natural  acid 
of  the  urine;  but  are  insoluble  in  neutral  or  alkaline  fluids. 
They  are  consequently  properly  associated  with  an  alkaline 
state  of  the  urine ;  it  is  nevertheless  a  fact  that  the  second  and 
third  occur  occasionally  in  very  feebly  acid  urines. 

Urines  depositing  the  earthy  phosphates,  or  tending  thereto, 
by  their  neutral  or  feebly  acid  reaction,  usually  become  turbid 
when  heated ;  but  they  clear  instantly  on  the  addition  of  any 
acid.     This  behavior  has  been  variously  explained.     Some  have 

1  Animal  Chemistry,  p.  85. 
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thought  that  the  heat  expelled  the  carbonic  acid  which  held  the 
earthy  phosphates  in  solution;  others,  that  the  heat  caused 
rapid  decomposition  of  the  urea  into  carbonate  of  ammonia, 
and  thereby  suddenly  increased  the  alkalescence  of  the  urine. 
Scherer  thought  the  circumstance  due  to  the  conversion  of*  the 
neutral  phosphates  of  lime  and  magnesia  into  basic  salts. 

1. — Amorphous  Phosphate  of  Lime,  or  Bone-earth. 

This  compound  is  invariably  precipitated  in  alkaline  urine. 
"When  the  urine  is  alkaline  from  fixed  alkali,  this  is  the  ordi- 
nary, and  often  the  sole  deposit ;  but  far  more  frequently  it  is 
accompanied  by  the  triple  phosphate. 

It  forms  an  amorphous,  whitish,  light  flocculent  deposit, 
indistinguishable  by  the  naked  eye  from  epithelium.  It  has 
no  affinity  for  the  coloring  matter  of  the  urine,  and  is  conse- 
quently of  a  paler  color  than  the  supernatant  urine,  differing  in 
this  respect  from  the  amorphous  urates.  The  surface  of  the 
urine  is  generally  covered  with  an  iridescent  film. 

The  application  of  heat  does  not  dissolve  the  deposit,  but,  on 
the  contrary,  increases  it.  A  drop  of  any  acid  causes  it  instantly 
to  disappear.  Under  the  microscope  it  appears  as  very  pale, 
minute  granules  in  irregular  clumps  or  patches,  much  re- 
sembling the  fawn-colored  lithates. 

Its  occurrence  depends  simply  on  the  existence  of  an  alkaline 
reaction,  and  the  presence  of  lime  and  phosphoric  acid  in  the 
urine. 

This  is  the  normal  deposit  of  the  alkaline  urine  after  a  meal. 
It  is  also  frequently  seen  in  persons  whose  urine  has  been  ren- 
dered alkaline  by  remedies  (carbonates,  acetates,  citrates,  &c), 
and  after  the  excessive  use  of  sweet  and  subacid  fruits.  The 
turbidity  caused  by  the  amorphous  phosphate  exists  in  its 
greatest  intensity  at  the  moment  of  emission  of  the  urine,  and 
does  not  increase  on  cooling:. 

The  clinical  significance  and  treatment  of  this  deposit  are 
entirely  involved  in  those  of  alkaline  urine.  Bone-earth  alone 
very  rarely  constitutes  a  urinary  calculus ;  but  it  enters  largely 
into  the  composition  of  phosphatic  calculi  in  combination  with 
the  ammoniaco-magnesian  phosphate. 
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2. — Crystallized  Phosphate  of  Lime,  or  Stellar  Phosphate. 

Dr.  Hassall  first  called  attention  to  the  existence  of  a  crystal- 
lized form  of  phosphate  of  lime  occurring  as  a  urinary  deposit. 
In  1860  he  communicated  a  paper  to  the  Royal  Society  on  the 
composition  and  pathological  importance  of  the  calcareous  phos- 
phates occurring  in  the  urine  as  a  spontaneous  deposit  of  stellar 
crystals.  He  considered  these  crystals  to  consist  of  Diphosphate 
of  lime ;  he  also  believed  them  of  far  graver  significance  than 
the  triple  phosphate  of  ammonia  and  magnesia. 

In  1861  I  had  an  opportunity  of  re-examining  this  question, 
and  published  the  results  of  my  observations  in  the  British 
Medical  Journal  for  March  30,  1861. 

The  crystals  in  question  present  considerable  variety  of  form 
(Fig.  14). 

Fig.  14. 


Stars  and  rods  of  crystallized  phosphate  of  lime,  or  stellar  phosphate. 


The  prevailing  appearance  is  that  of  crystalline  rods  or 
needles,  either  lying  loose  (d),  or  grouped  into  stars,  rosettes 
(a  a),  fans  (6),  or  sheaf-like  bundles  (c).  Some  of  the  crystals 
are  club  or  bottle-shaped  [e  e),  and  abundantly  marked  with 
lines  of  secondary  crystallization. 
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In  a  case  of  diabetes  under  my  care  in  the  Manchester  Infir- 
mary, these  crystals  formed  a  constant  deposit.  The  urine  had 
been  brought  down  by  appropriate  treatment  to  fifty  ounces  a 
day,  and  the  patient  was  steadily  gaining  flesh  and  strength. 
The  deposit  was  often  mixed  with  oxalate  of  lime,  and  some- 
times with  uric  acid ;  but  never,  except  as  the  result  of  putre- 
factive decomposition,  with  the  triple  phosphate.  I  managed 
to  collect  about  two  grains  of  the  crystals  in  a  pure  state,  and 
subjected  them  to  analysis.  The  results  indicated  the  following 
formula :  2  Ca  0,  HO  P05  +  3  HO. 

By  adding  a  little  chloride  of  calcium  to  healthy  urine,  and 
reducing  its  acidity  to  near  the  neutral  point  with  caustic  soda, 
I  have  often  succeeded  in  obtaining  an  abundance  of  crystals 
closely  resembling  those  occurring  spontaneously  in  urine.  The 
reaction  of  the  urine  in  which  I  have  found  the  crystallized 
phosphate  of  lime  has  been  generally  faintly  acid,  often  nearly 
neutral,  and  more  rarely  alkaline  from  fixed  alkali. 

The  occurrence  of  a  deposit  of  the  stellar  phosphate  in  urine 
is  not  common.  It  is,  in  fact,  a  rare  deposit,  as  compared  with 
oxalate  of  lime,  uric  acid,  or  the  triple  phosphate.  The  presence 
of  this  deposit  in  quantity  is,  according  to  my  experience,  an 
accompaniment  of  some  grave  disorder.  In  addition  to  the 
case  of  diabetes  already  mentioned,  I  have  seen  the  stellar 
phosphates  in  cancer  of  the  pylorus,  once  in  phthisis,  and  more 
than  once  in  patients  exhausted  by  obstinate  chronic  rheuma- 
tism. They  may,  however,  under  peculiar  conditions,  be  pre- 
cipitated in  a  healthy  urine.  When  the  urine  is  rich  in  lime, 
and  its  acidity  is  at  the  same  time  depressed  to  near  the  neutral 
line,  steltae  of  phosphate  of  lime  may  form  quite  independently 
of  any  grave  disorder,  merely  as  the  result  of  a  coincidence  in 
the  chemical  composition  and  reaction  of  the  urine.  For  ex- 
ample, after  a  full  meal,  the  acidity  of  the  urine  becomes 
greatly  reduced,  and  lime  derived  from  the  food  is  in  excessive 
proportion.  In  such  circumstances,  I  have  several  times  de- 
tected stellse  of  phosphate  of  lime,  but  only  in  scanty  numbers. 
A  depressed  acidity  of  the  urine  is  an  essential  contingent  to 
the  formation  of  these  crystals ;  and  if  the  urine  subsequently 
to  their  formation  increase  in  acidity,  they  may  spontaneously 
disappear. 

6 
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3. — The  Phosphate  of  Ammonia  and  Magnesia,  ok  Triple  Phosphate. 

This  is  an  insoluble  crystalline  compound,  which  occurs  very 
frequently  as  a  urinary  deposit;  sometimes  alone,  but  much 
more  commonly  accompanied  with  the  amorphous  phosphate  of 
lime.  When  unmixed  with  any  other  substance  the  deposit  has 
a  snow-white  appearance ;  and  bright,  sparkling,  colorless  crys- 
tals are  observed  studding  the  sides  of  the  urine-glass  and  forming 
a  brilliant  crystalline  film  on  the  top.  The  ordinary  form  of  the 
crystals  is  a  triangular  prism  with  bevelled  ends.  A  very  great 
variety  of  subordinate  forms  are  produced  by  a  planing-off  of  the 
ridges  and  angles,  and  a  hollowing-out  of  the  sides  (Fig.  15).  In 
a  highly  ammoniacal  urine,  the  magnesian  phosphate  forms  ele- 
gant di-elytral  crystals,  which  appear  to  arise  from  a  hollowing 
of  the  sides  and  a  deep  notching  of  the  extremities  of  the  prisms. 


Fig.  15. 


Different  forms  of  triple  phosphate  crystals. 

The  triple  phosphate  is  easily  soluble  in  acids ;  yet  it  may  be 
found  in  urine  that  is  feebly  acid  to  test  paper.  Heat  does 
not  affect  it,  and  the  urine  which  deposits  it  commonly  becomes 
turbid  by  boiling. 

This  deposit  is  necessarily  present  in  ammoniacal  urine,  ex- 
cept in  the  very  rare  contingency  of  the  urine  not  containing 
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any  magnesia.  When  nrine  is  alkaline  from  fixed  alkali,  crystals 
of  this  salt  generally  appear  after  a  while.  This  is  easily  expli- 
cable after  the  demonstration  by  Neubauer  and  Ileintz  that  am- 
moniacal  compounds  exist  in  small  quantities  even  in  fresh 
natural  urine. 

In  the  immense  majority  of  cases  the  deposition  of  this  salt 
is  only  an  incident  due  to  the  loss  of  the  acid  reaction  of  the 
urine,  and  especially  of  ammoniacal  decomposition  of  the  urine. 
Occasionally,  however,  it  occurs  in  fresh  urine  which  is  neither 
decomposed  nor  sensibly  (to  the  smell)  ammoniacal.  The  fol- 
lowing is  the  most  remarkable  instance  which  I  have  witnessed. 
J.  P.,  a  gentleman,  aged  twenty-nine,  of  a  moderately  healthy 
but  irritable  appearance,  consulted  me  on  account  of  a  sense  of 
weakness  in  the  back  and  loins,  with  general  debility  and  lan- 
guor, and  a  tendency  to  sudden  perspirations  and  fits  of  nervous- 
ness. There  was  severe  smarting  at  the  close  of  micturition. 
He  had  suffered  from  gonorrhoea  three  years  previously,  but 
had  been  completely  free  from  any  urethral  discharge  for  some 
time.  The  urine  was  examined  on  several  occasions.  It  was 
faintly  acid  when  voided,  and  deposited,  sometimes  before  it  was 
cold,  and  generally  within  a  couple  of  hours,  an  abundant  pre- 
cipitate of  the  unmixed  ammoniaco-magnesian  phosphate.  The 
annexed  note  was  taken  of  the  urine  voided  at  11.30  a.  m.,  on 
January  28,  1861 :  "  In  half  an  hour  it  was  found  transparent, 
perfectly  sweet  [i.  e.  not  putrescent),  faintly  acid,  and  sparkling 
crystals  of  the  triple  phosphate  could  be  seen  floating  in  it.  At 
four  p.  m.  the  same  day, the  specimen  was  quite  clear;  brilliant 
crystals  of  triple  phosphate  studded  the  sides  of  the  glass,  and 
at  the  bottom  was  collected  an  abundant  snow-white  deposit  of 
the  same  crystals.  The  urine  was  not  albuminous,  neither  did 
it  contain  pus  or  epithelium.  On  the  following  day  the  speci- 
men continued  unchanged ;  but  on  the  fourth  day  the  reaction 
had  become  faintly  alkaline ;  the  deposit  was  losing  its  snow- 
white  character,  and  reddish  flakes,  composed  of  spheres  of 
urate  of  ammonia,  had  become  deposited.  From  this  date  the 
urine  began  to  decompose,  and  speedily  became  ammoniacal  and 
offensive."  This  condition  of  the  urine,  together  with  the  un- 
pleasant symptoms  before  noted,  gradually  disappeared  in  the 
course  of  six  weeks,  under  the  influence  of  cold  sponging,  sys- 
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tematic  exercise  in  the  open  air,  and  the  administration  of  dilute 
nitric  acid  in  a  bitter  infusion. 


X. — CARBONATE    OF   LIME. 

When  urine  becomes  alkaline  from  carbonate  of  ammonia,  a 
small  quantity  of  carbonate  of  lime  is  precipitated  in  an  amor- 
phous condition  with  the  earthy  phosphates.  I  have  never  seen 
it  in  a  crystalline  form  in  human  urine  :  but  it  occasionally 
occurs  in  globular  spheres  and  cornucopia-like  crystals  (Bird, 
Hassall).  In  the  alkaline  and  viscid  urine  of  the  horse,  carbon- 
ate of  lime  is  frequently  deposited  in  the  form  of  minute  spheres 
composed  of  radiating  linear  crystals,  which  are  striking  ob- 
jects under  the  microscope.  They  show  a  dark  cross  with 
polarized  light.  The  assumption  of  this  globular  form'  is  pro- 
bably connected  with  the  viscidity  of  the  urine. 

Carbonate  of  lime  constitutes  a  variety  of  urinary  calculus 
which  is  of  extreme  rarity  in  the  human  subject,  but  much 
more  common  in  the  herbivora. 

XI. — SULPHURIC   ACID   AND   THE    SULPHATES. 

About  30  grains  of  sulphuric  acid,  in  combination  with  alka- 
line bases,  are  daily  excreted  by  the  kidneys.  A  part  is  derived 
directly  from  the  food,  and  a  part  from  the  oxidation  of  the 
sulphur  contained  in  the  albuminous  compounds.  The  sul- 
phates are  highly  soluble,  and  they  never  constitute  a  spontane- 
ous urinary  deposit. 

In  all  febrile  states  sulphuric  acid  is  increased.  Dr.  Parkes 
has  observed  a  decided  increase  after  the  use  of  liquor  potassse. 
An  increase  is  also  observed  after  food,  and  in  all  conditions 
associated  with  an  intensified  metamorphosis  of  tissue. 

It  has  not  yet  been  shown  that  a  knowledge  of  the  quantity 
of  sulphuric  acid  separated  by  the  kidneys  in  any  particular 
case  of  disease  is  capable  of  subserving  any  practical  purpose. 

XII. — CHLORINE  AND  THE  CHLORIDES. 

The  chlorides  never  form  spontaneous  deposits  in  the  urine ; 
and  the  variations  in  their  quantities  have  only  an  uncertain 
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relation  to  special  states  of  disease,  but  depend  chiefly  on  the 
times  of  the  meals  and  on  the  general  rate  of  tissue-changes. 

A  good  deal  of  attention  has  been  called  to  the  falling  off  or . 
disappearance  of  the  chlorides  in  the  urine  in  acute  pneumonia, 
and  their  reappearance  when  resolution  is  established.  It  has 
been  asserted  that  a  knowledge  of  the  amount  of  chlorides  ex- 
creted by  the  kidneys  in  the  course  of  this  disease,  furnished 
valuable  information  for  prognosis  and  treatment.  Later  ob- 
servations have,  however,  shown  that  the  indication  is  far  from 
being  a  reliable  one,  and  that  the  notions  entertained  in  some 
quarters  of  its  utility  are  greatly  exaggerated.  Although  it  be  a 
rule  of  very  prevalent  application,  that  the  chlorides  in  the  in- 
crement stage  of  acute  pneumonia  are  almost  completely  re- 
tained within  the  body,  and  that  their  reappearance  in  the  urine 
is  coincident  with  commencing  resolution,  yet  there  are  excep- 
tions to  both  these  statements,  especially  to  the  coincidence  of 
the  reappearance  of  the  chlorides  with  commencing  deferves- 
cence (see  Parkes). 

SUPPLEMENTARY  REMARKS  ON  THE  EXCRETION  OF  PHOSPHORUS, 
SULPHUR,  AND  CHLORINE. 

These  three  elements  enter  largely  into  the  composition  of 
the  body,  and  they  are  abundantly  present  in  articles  of  food. 
They  pass  out  of  the  body  chiefly  with  the  urine ;  but  partly 
also  with  the  faeces.  Multiplied  observations  have  been  made, 
and  continue  to  be  made,  on  the  rate  of  their  excretion  both  in 
health  and  disease ;  and  important  physiological  and  pathologi- 
cal deductions  have  been  drawn  from  these  investigations.  It 
has  been  considered  that  the  rate  of  excretion  of  phosphorus 
and  sulphur,  under  proper  precautions  and  corrections,  fur- 
nished a  measure  of  the  exchange  of  material  within  the  body 
— that  is,  of  the  activity  of  the  molecular  life  of  the  tissues :  and 
that  in  disease,  an  important  insight  into  obscure  phenomena 
could  be  thus  obtained,  capable  of  being  turned  to  practical 
uses.  In  proportion,  however,  as  these  researches  have  been 
extended,  it  has  become  clearer  and  clearer  that  these  expecta- 
tions are  not  likely  to  be  realized,  and  that  the  practitioner  is 
not  likely  to  draw  much  help  from  these  recondite  sources. 
The  difficulties  in  the  way  are  manifold.     In  the  first  place, 
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quantitative  determinations  of  sulphur  and  phosphorus,  notwith- 
standing all  the  aid  of  modern  volumetrical  methods,  are  still 
too  troublesome  and  tedious  to  be  within  reach  of  any  but  a 
very  select  body  of  practitioners.  But  this  is  one  of  the  smallest 
difficulties.  In  all  such  determinations  it  is  necessary  to  do 
more  than  ascertain  the  proportion  per  cent.  To  obtain  results 
of  any  value,  the  quantity  per  day  must  be  ascertained.  Again, 
there  are  physiological  variations  to  make  allowance  for,  arising 
from  food,  exercise,  sleep,  &c. ;  and,  thirdly,  it  has  now  been 
ascertained  that  all  known  conditions  remaining  the  same,  the 
rate  of  excretion  of  these  elements  presents  oscillations,  from  an 
unexplained  temporary  retention,  or  partial  retention,  of  the 
elements  within  the  body,  which  is  succeeded,  after  a  shorter  or 
longer  interval,  by  a  compensating  increased  discharge.  These 
circumstances  render  it  necessary  to  continue  the  observations 
over  a  number  of  days — six  or  eight — in  order  to  cover  the  in- 
equalities. For  these  and  other  reasons  which  might  be  men- 
tioned, these  inquiries  are  surrounded  with  difficulties.  It  is 
little  wonderful,  therefore,  that  the  results  obtained  by  different 
experimenters  show  a  marked  want  of  uniformity  :  and  it  is  sim- 
ply the  fact  that,  from  a  clinical  point  of  view,  these  laborious 
investigations  must  at  present  be  regarded  as  infructuous,  and 
for  that  reason  they  may  be  passed  over  with  only  a  slight  no- 
tice in  a  practical  work.  It  is  highly  desirable,  however,  that 
researches  of  this  class  should  be  pushed  on ;  it  is  impossible  to 
say  how  soon  practical  lessons  may  be  culled  from  these  now 
apparently  dormant  facts.  At  any  rate,  they  cannot  fail  to  en- 
large our  general  ideas  on  physiological  and  pathological  pro- 
cesses. 

XIII. — UREA    (C2H4N202). 

Looking  at  the  urine  from  a  physiological  point  of  view,  urea 
must  be  regarded  as  its  most  important  constituent.  It  is  the 
chief  final  product  of  the  metamorphosis  of  the  albuminous 
tissues,  and  furnishes  the  form  under  which  nearly  all  the 
nitrogen  finds  its  way  out  of  the  body. 

Urea  is  a  bland  crystalline  substance  possessing  the  properties 
of  a  feeble  base.  Its  best  known  combinations  are  the  nitrate 
and  oxalate,  both  of  which  are  much  less  soluble  than  urea 
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itself.  Urea  is  very  soluble  both  in  water  and  alcohol ;  it  never 
forms  a  spontaneous  urinary  deposit.  Its  presence  in  a  urine  of 
high  density,  or  one  artificially  concentrated,  is  easily  demon-, 
strated.  If  to  such  a  urine  an  equal  volume  of  strong  nitric 
acid  be  added,  in  a  test-tube,  and  the  tube  be  plunged  into  cold 
water,  the  mixture  speedily  becomes  a  shining  mass  of  crystals 
of  nitrate  of  urea. 

The  daily  separation  of  urea  by  adult  men  between  the  ages 
of  twenty  and  forty,  averages  about  500  grains;  but  the  amount 
varies  considerably  from  various  causes,  such  as  diet,  exercise, 
meteorological  conditions,  and  individual  peculiarities.  Of  the 
twenty-four  series  of  observations,  of  not  less  than  six  days 
each,  tabulated  by  Dr.  Parkes,  the  minimum  result  is  286.1 
grains  and  the  maximum  688.4  grains  per  day.  The  body- 
weight  has,  as  might  have  been  expected,  a  very  apparent  rela- 
tion to  the  daily  excretion  of  urea,  but  the  relation  is  not  simply 
a  direct  one,  because  the  weight  of  individuals  is  made  up  dif- 
ferently— some  being  heavy  from  bone  and  muscle,  others  from 
an  accumulation  of  fat.  It  is  estimated  that  a  healthy  adult 
man  excretes  urea  at  the  daily  rate  of  3J  grains  per  pound  of 
the  weight  of  his  body. 

The  excretion  of  urea  is  greatly  increased  after  a  meal — espe- 
cially of  animal  food.  Bidder  and  Schmidt  believed  that  this 
arose  from  a  direct  transformation  into  urea  of  a  portion  of  the 
alimentary  materials  without  their  being  previously  fixed  as 
tissues :  but  BischotF  and  Voit,  with  more  probability,  attribute 
this  increase  to  an  accelerated  tissue-metamorphosis  induced  by 
the  presence  of  the  new  supplies  in  the  blood. 

Copious  water-drinking  and  exercise  cause  an  increased  sepa- 
ration of  urea.  Children  secrete  more  in  proportion  to  their 
weight  than  adults. 

The  quantitative  estimation  of  urea  in  urine  may  be  made  by 
calculation  from  the  specific  gravity,  or  more  exactly  by  the 
processes  of  Liebig  and  Davy.  For  general  clinical  purposes  suf- 
ficiently accurate  results  may  be  obtained  by  the  first  method. 
The  second  and  third  methods  are  better  suited  for  original 
researches. 

(a).  Estimation  of  the  urea  from  the  specific  gravity. — Professor 
Haughton  has  drawn  up  a  useful  table  which  indicates  at  a 
glance  the  quantity  of  urea  excreted  per  day,  provided  the 
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number  of  ounces  of  urine  voided  in  the  twenty-four  hours,  and 
the  specific  gravity  of  the  collected  quantity,  be  ascertained. 
The  table,  which  is  here  somewhat  abridged  (see  next  page),  is 
one  of  double  entry,  and  the  daily  excretion  of  urea  is  obtained, 
in  grains,  at  the  points  of  intersection  of  the  lines  indicating  the 
number  of  ounces,  and  the  specific  gravity  of  the  urine.1  This 
method  is  of  course  inapplicable  to  urines  which  contain  sugar 
or  albumen. 

(b).  Liebig's  Volumetrical  method. — This  method  is  based  on 
the  property  of  urea  to  form  an  insoluble  precipitate  of  fixed 
composition  with  the  nitrate  of  the  protoxide  of  mercury.  But 
in  order  that  the  test  may  operate,  it  is  necessary  to  free  the 
urine  beforehand  from  phosphates  and  sulphates.  It  is  also 
necessary  for  complete  accuracy  to  make  allowance  for  the 
chloride  of  sodium  present.  When  chloride  of  sodium  coexists 
in  any  fluid  with  urea,  the  nitrate  of  mercury  produces  no  pre- 
cipitation of  urea  until  the  whole  of  the  chloride  of  sodium  is 
decomposed  with  formation  of  bichloride  of  mercury  and  nitrate 
of  soda.  After  this  conversion  is  completed,  urea  begins  to  be 
precipitated,  and  the  test  solution  is  to  be  added  until  no  more 
urea  remains  in  solution.  This  point  is  ascertained  by  a  solu- 
tion of  carbonate  of  soda,  which  immediately  develops  a  yellow 
color  when — and  not  before — all  the  urea  has  been  thrown 
down  with  the  mercury. 

Three  solutions  are  therefore  required. 

First. — A  baryta  solution,  to  precipitate  the  phosphates  and 
sulphates.  This  is  composed  of  one  volume  of  a  cold  saturated 
solution  of  nitrate  of  baryta  mixed  with  two  volumes  of 
saturated  baryta-water. 

Second. — The  mercurial  test  solution.  This  contains  11.92 
grains  (0.772  grammes)  of  proto-nitrate  of  mercury  in  ten  cubic 
centimetres  of  water. 

Third. — A  solution  of  carbonate  of  soda  of  about  the  strength 
of  twenty  grains  to  the  ounce. 

As  the  preparation  of  the  first  and  second  solutions  is  very 
troublesome — the  latter  especially — it  is  more  convenient  to  pur- 
chase them  ready  made.2 

1  Med.  Times  and  Gaz.,  Oct.  27,  1864. 

2  These  and  other  test  solutions  for  volumetrical  analyses  of  the  urine  may 
be  had  of  Griffin,  Bunhill  Row,  London  ;  and  from  Siebold,  Chemist,  Oxford 
Road,  Manchester. 
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The  analysis  is  performed  in  the  following  manner : 

1.  Forty  cubic  centimetres  (or  two  volumes)  of  the  urine  are 
mixed  in  a  beaker  with  twenty  cubic  centimetres  (or  one  volume) 
of  the  baryta  solution.  The  mixture  is  thrown  on  a  filter :  fifteen 
cubic  centimetres  of  the  filtered  fluid  (which  of  course  contain 
two-thirds,  or  ten  cubic  centimetres  of  urine)  are  carefully  mea- 
sured off  and  placed  in  a  small  beaker. 

2.  A  graduated  burette  is  filled  with  the  mercurial  solution, 
which  is  then  very  carefully  dropped  into  the  beaker  until  the 
mixture  begins  to  become  turbid;  a  few  drops  generally  suffice. 
A  note  is  taken  of  the  quantity  of  the  solution  used  to  reach 
this  point ;  it  indicates  that  all  the  chloride  of  sodium  is  decom- 
posed, and  that  the  urea  is  now  beginning  to  be  precipitated. 

6.  The  mercurial  solution  is  now  added  more  freely,  and 
thoroughly  mixed  by  means  of  a  glass  rod:  a  copious  white 
precipitate  makes  its  appearance,  and  the  analysis  approaches 
completion. 

4.  This  point  is  ascertained  by  pouring  some  of  the  carbonate 
of  soda  solution  into  the  bottom  of  a  white  porcelain  plate,  and 
taking  a  drop  from  the  turbid  mixture  in  the  beaker  by  means 
of  the  stirring-rod,  and  letting  it  fall  into  the  solution  on  the 
plate.  As  long  as  the  drop  produces  only  a  white  curdy  circle 
the  mercurial  solution  is  to  be  still  added ;  but  as  soon  as  a  yel- 
low tinge  appears  the  analysis  is  finished. 

5.  The  quantity  of  mercurial  solution  used  is  then  read  off, 
and  the  portion  used  before  the  occurrence  of  turbidity  sub- 
tracted— the  remainder  is  what  has  been  employed  to  precipitate 
the  urea.  Each  cubic  centimetre  of  the  solution  used  indicates 
0.154  grain  (0.01  gramme)  of  urea.  From  this,  by  an  easy  cal- 
culation, the  amount  of  urea  in  ten  cubic  centimetres  of  urine 
may  be  ascertained ;  and  if  the  number  of  cubic  centimetres  of 
urine  voided  in  the  twenty-four  hours  be  known,  the  daily  ex- 
cretion of  urea  is  readily  calculated. 

(c).  Davy's  process  is,  on  the  whole,  less  convenient  and  exact 
than  that  of  Liebig;  it  will  be  sufficient  to  indicate  the  principle 
of  it.  When  a  solution  of  hypochlorite  of  soda  (liquor  sodse 
chlorinatge)  is  added  to  a  solution  of  urea,  the  latter  is  speedily 
decomposed,  and  its  nitrogen  set  free  in  the  gaseous  state.  The 
volume  of  nitrogen  evolved  furnishes  an  exact  measure  of  the 
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urea  decomposed,  each  cubic  inch  of  the  gas  corresponding  to 
0.65  grain  of  urea.1 

Pathological  relations  of  urea. — The  excretion  of  urea  in  disease, 
has  been  examined  in  a  large  number  of  cases.  In  the  acute 
stage  of  febrile  and  inflammatory  diseases,  there  is  an  increased 
formation  and  discharge  of  urea,  depending  on  an  accelerated 
metamorphosis  of  tissue.  When  the  crisis  of  the  disorder  has 
passed,  and  defervescence  sets  in,  the  excretion  of  urea  falls  even 
below  its  natural  average.  This  rule,  however,  is  liable  to  ex- 
ceptions ;  it  appears  that  in  not  a  few  instances  there  is  a  reten- 
tion of  urea  within  the  body  during  the  pyrexial  period,  even 
when  no  disorder  of  the  kidneys  exists,  and  a  compensating 
discharge  when  convalescence  begins.  Acute  (inflammatory) 
Bright's  disease  is  a  constant  exception :  the  urine  in  that  com- 
plaint is  poor  in  urea;  but  this  arises  not  from  diminished  forma- 
tion, but  from  defective  separation,  owing  to  the  blocked-up 
condition  of  the  uriniferous  tubes. 

Frerichs  found  in  one  example  of  acute  yellow  atrophy  of  the 
liver,  a  total  deficiency  of  urea  in  the  urine :  in  a  second  case 
there  was  abundance  of  urea  in  the  urine  discharged  during  life, 
but  only  a  trace  in  that  withdrawn  from  the  bladder  after  death. 

In  chronic  diseases,  not  involving  the  kidneys,  the  excretion 
of  urea  has  not  usually  been  found  materially  affected. 

In  saccharine  diabetes  there  is  an  excessive  separation  of  urea, 
as  might  have  been  expected  from  the  accelerated  rate  of  tissue- 
metamorphosis,  which  must  accompany  the  full  feeding  and 
rapid  emaciation  of  these  patients. 

In  a  case  of  diabetes  insipidus  (with  a  daily  discharge  of  12  or 
14  pints  of  urine),  I  found  the  excretion  of  urea  to  oscillate  be- 
tween 394  and  505  grains  daily,  which  yielded  a  mean  rate  of  4J 
grains  per  pound  of  the  body  weight.  This  is  about  a  fourth 
above  the  average  for  healthy  individuals. 

In  both  acute  and  chronic  degeneration  of  the  kidneys  (Bright's 
disease)  there  is  a  marked  lessening  of  the  excretion  of  urea,  as 
will  be  more  fully  commented  on  when  those  diseases  come  to 
be  described. 

One  of  the  most  important  properties  of  urea  is  the  great  fa- 

1  For  fuller  details  of  this  analysis  I  must  refer  to  Davy's  paper  in  the  Philos. 
Mag.,  June,  1854;  also  to  Dr.  Thudichum's  Treatise  on  the  Pathology  of  the 
Urine,  where  this  method,  and  that  of  Liebig,  are  described  at  length. 
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cility  with  which  it  is  broken  up  and  resolved  into  new  com- 
pounds. This  property  comes  into  important  play  when  urea  is 
unnaturally  retained  in  the  blood  or  in  the  urinary  passages. 
It  has  been  already  explained  with  what  consequences  this  bland 
and  innocuous  base  is  converted  into  pungent  carbonate  of  am- 
monia in  the  bladder  and  other  parts  of  the  urinary  tract.  A 
similar  conversion,  taking  place  in  the  blood,  is  the  cause,  ac- 
cording to  Frerichs,  of  the  stormy  and  dangerous  phenomena  of 
ursemia. 

Dr.  Prout  believed  that  there  existed  a  peculiar  morbid  state 
characterized  by  an  absolute  and  relative  increase  of  the  excre- 
tion of  urea,  unaccompanied  by  pyrexia.  To  this  condition  Dr. 
Willis,  who  adopted  the  view  of  Prout,  gave  the  name  of  Azotu- 
ria.  The  subjects  of  this  form  of  disease,  according  to  Prout, 
had  usually  a  frequent  and  urgent  desire  to  pass  water  both  by 
night  and  day.  This  seemed  principally  due  to  an  irritable  sen- 
sation referred  to  the  neck  of  the  bladder,  occasionally  extending 
along  the  urethra;  but  in  some  cases  it  was  due,  at  least  in  part, 
to  real  diuresis.  In  almost  every  instance  the  quantity  of  urine 
voided  in  the  twenty-four  hours  was  somewhat  above  the  natu- 
ral standard.  The  quantity  was  also  particularly  liable  to  be 
increased  by  causes  which  would  scarcely  affect  a  person  in  per- 
fect health,  at  least  to  the  same  degree ;  such  as  by  a  chilly 
state,  mental  emotion  or  excitement,  &C.1 

In  addition  to  the  direct  urinary  symptoms,  there  was  some- 
times a  sense  of  weight  or  dull  pain  in  the  back,  accompanied 
by  disinclination  to  bodily  exertion ;  there  was  no  remarkable 
thirst;  nor  craving  for  food;  nor  emaciation.  Moreover,  the 
functions  of  the  skin  appeared  to  be  little  deranged. 

Such  is  a  summary  of  the  description  of  Prout.  He  does  not 
supply  any  details  as  to  the  daily  flow  of  urine  nor  the  daily 
amount  of  urea.  At  the  time  Prout  wrote,  very  little  was  known 
as  to  the  natural  (physiological)  variations  in  the  excretion  of 
urea ;  and  the  opinion  he  held  as  to  urea  being  chiefly  the  final 
product  of  the  metamorphosis  of  the  gelatinous  tissues  has  since 
been  proved  to  be  erroneous.  Looking  at  the  question  from  the 
standing-point  of  the  physiological  doctrines  now  in  the  ascen- 
dant, it  is  difficult  to  admit  the  existence  of  a  condition  charac- 
terized by  the  incompatible  coincidences  of  an  increased  excre- 

1  Prout :  Stomach  and  Renal  Diseases,  5th  edit.,  p.  97. 
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tion  of  urea,  with  absence  of  thirst,  absence  of  excessive  feeding, 
and  absence  of  emaciation. 

Precise  facts  in  support  of  Prout's  view  are  wanting.  Willis's" 
description  is  too  loose  to  give  much  confidence,  and  .subsequent 
writers  have  contented  themselves  with  reference  to  Prout  and 
Willis.1 

Dr.  Parkes,2  however,  records  a  remarkable  case  examined  by 
Dr.  Einger.  The  patient  was  a  middle-aged  man  weighing  109 
pounds,  who  was  not  febrile,  and  appeared  only  feeble.  He  was 
fed  on  the  ordinary  diet  of  the  hospital  (University  College) 
and  passed  in  each  twenty-four  hours  no  less  than  1130  grains 
of  urea  (mean  of  twelve  days),  or  10.36  grains  to  each  pound 
avoirdupois  of  his  body-weight.  There  was  a  trace  of  sugar, 
but  not  enough  to  determine  quantitatively.  The  daily  flow  of 
urine  in  this  case  amounted  to  96  fluid  ounces,  which  is  fully 
double  the  normal  average. 

In  my  own  experience,  I  have  usually  found  that  cases  which 
at  first  sight  appeared  to  belong  to  this  category — cases  exhib- 
iting a  dense  .urine  and  a  train  of  nervous  symptoms — turned 
out  on  more  exact  investigation  to  want  the  special  feature  indi- 
cated by  Prout  as  the  essential  one ;  namely,  an  absolute  increase 
in  the  daily  discharge  of  urea.  Nevertheless,  some  facts,  rarely 
observed,  have  left  an  impression  on  my  mind  that  Prout's  de- 
scription is  not  altogether  fanciful.  The  following  case,  which 
I  saw  with  Mr.  Greaves  of  this  town,  seems  to  have  been  one  of 
those  Prout  had  in  view  when  he  drew  up  his  account. 

Mr.  L.,  a  man  about  50,  complained  of  troublesome  irritation  at 
the  back  of  the  pharynx,  debility,  want  of  energy  and  power  of 
application  to  business.  In  the  preceding  three  months  he  had  lost 
20  lbs.  in  weight. 

The  urine  was  first  examined  by  me  on  May  23d,  1863.  It  had 
sp.  gr.  1029,  and  contained  a  small  quantit}^  of  sugar,  but  less  than 
one'grain  to  the  fluid  ounce.  This  was  the  only  occasion  on  which 
I  detected  sugar,  but  Mr.  Greaves  had  found  it  once  or  twice  pre- 
viously. It  was  arranged  that  the  whole  of  the  urine  voided  in  each 
24  hours  should  be  separately  collected  and  sent  for  analysis.     This 

1  The  six  cases  recorded  by  Dr.  Handfield  Jones  in  the  Brit.  Med.  Jour,  for 
Oct.  12,  1861,  under  the  title  of  "  Cases  of  Baruria,"  are  so  deficient  in  necessary 
details  that  they  are  of  no  service  to  a  reader.  In  only  one  of  them  was  the  urine 
of  the  twenty-four  hours  collected  and  examined,  and  in  that  case  only  on  one 
occasion.  In  the  remainder  "  baruria"  seems  to  have  been  inferred  to  exist  from 
the  high  density  of  a  single  specimen. 

2  Parkes  :  On  the  Composition  of  the  Urine,  p.  374. 
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was  done  for  three  successive  days ;  and  three  weeks  later  it  was 
done  again  for  two  successive  days.  The  following  table  exhibits 
the  result  of  the  examination  : 


Quantity  per  day. 

Sp.  gr. 

Total  urea. 

May     25,     .     . 

27 

ounces. 

1029.5 

542  grains 

"        26,     .     . 

m 

u 

1029.75 

559       " 

"        27,     .     . 

31 

i  t 

1028.25 

555       " 

June    18,     .     . 

29 

u 

1027.5 

565       " 

"        19,     .     . 

34 

11 

1020.5 

510       " 

This  patient  was  not  febrile ;  his  weight  was  120  lbs. ;  there  was 
little  appetite,  and  no  thirst,  and  yet  he  excreted  daily  4.6  grains  of 
urea  for  each  pound  of  body-weight  on  these  five  days,  which  is 
fully  a  quarter  beyond  the  usual  average.  I  saw  the  patient  again 
toward  the  end  of  January,  1864.  The  urine  had  then  lost  its  pecu- 
liarity ;  and  the  health,  under  a  regulated  diet  and  exercise,  and  a 
course  of  vegetable  tonics,  with  citrate  of  potash,  had  become  com- 
pletely re-established. 

Prout  was  of  opinion  that  these  cases  were  pathologically 
related  to  diabetes;  and  he  conjectured,  though  he  had  not 
witnessed  the  fact,  that  they  often  developed  subsequently  into 
that  disease.  That  there  is  some  relation  between  the  two  con- 
ditions seems  not  improbable ;  in  the  cases  of  Dr.  Ringer  and 
myself  a  small  quantity  of  sugar  was  temporarily  present  in  the 
urine  with  the  excess  of  urea. 

In  the  case  just  related  the  cause  of  the  complaint  was  mental 
anxiety;  and  in  all  the  instances  which  I  have  been  inclined  to 
place  in  this  group,  the  origin  of  the  disorder  could  always  be 
traced  to  some  kind  of  mental  emotion. 


CHAPTER   IV. 

ABNOKMAL  SUBSTANCES  IN  THE  TJKINE:  OEGANIC   DEPOSITS. 


I. PIGMENTARY    PARTICLES. 

These  objects  deserve  a  passing  notice,  from  the  fact  that 
they  are  frequent,  almost  constant,  if  not  absolutely  constant, 
objects  in  urinary  deposits,  and  have  not  hitherto  been  de- 
scribed. They  are  especially  abundant  when  there  is  a  copious 
shedding  of  epithelium  into  the  urine;  but  they  are  not  asso- 
ciated with  any  particular  kinds  of  epithelium,  and  appear  in- 
discriminately with  renal,  vesical,  urethral,  and  even  vaginal 
epithelium. 

They  never  exist  in  such  quantity  as  to  form  the  entire  of  a 
visible  urinary  sediment;  they  are  only  to  be  recognized  by  the 
microscope.  They  vary  exceedingly  in  size,  shape,  and  color, 
and  yet  they  are  easily  identified.  They  appear  especially  under 
two  conditions,  namely,  as  free  amorphous  particles,  and  cell- 
like bodies  (or  celloids).  The  accompanying  figure  represents 
the  more  common  forms  (Fig.  16). 

The  free  amorphous  masses  (a  a)  are  of  a  reddish-brown  or 
brownish-orange  color,  varying  in  size  from  mere  specks  just 
visible  under  the  microscope  to  particles  as  large  as  pus  glo- 
bules or  larger. 

The  cell-like  particles  have  a  peculiar  appearance  very  diffi- 
cult to  explain.  They  never  present  an  unmistakably  cellular 
character;  they  appear  flat,  never  spherical.  Their  outline  is 
generally  an  oblique  ovoid..  Within  this  outline,  which  is  gener- 
ally of  exceeding  delicacy,  and  of  perfect  definition,  lie  masses 
of  red  or  orange  pigment  exactly  resembling  the  free  amorphous 
particles  already  described.  Sometimes  the  pigment  fills  the 
entire  outline  (c);  but  generally  some  portion  of  the  celloid  is 
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free,  and  the  pigment  is  accumulated  in  one  or  more  heaps,  fill- 
ing up  the  outline  to  very  different  degrees  (6  b).  Sometimes 
there  is  only  just  a  granule  of  pigment  in  the  entire  celloid,  or 
there  may  not  even  be  any  in  at  all  (d).  In  the  last  case  the 
celloid  has  a  peculiar,  faint,  bluish,  mother-of-pearl  lustre. 
When  the  celloid,  on  the  other  hand,  is  stuffed,  as  it  were,  with 
the  pigment,  it  loses  its  transparency  and  appears  almost  black 
in  the  field  of  the  microscope  (e).  Not  unfrequently  the  outline 
is  incomplete,  presenting  an  appearance  as  if  half  or  more  of  it 
had  been  carried  away,  but  without  at  all  interfering  with  the 
condition  of  the  remainder  (/). 

Fig.  16. 


Pigmentary  particles. 


a  a.  Free  amorphous  particles ;   b  b.  Celloids,  containing 
pigmentary  particles. 


The  celloids  vary  in  size  from  a  mere  speck,  less  than  a  blood 
corpuscle,  to  a  superficies  as  large  as  that  of  a  pavement-epithe- 
lium cell.  The  ordinary  dimensions  are  from  j^q  to  y^o^  of 
an  inch.  They  keep  badly  in  urine,  and  disappear  altogether 
when  decomposition  sets  in. 

These  particles  are  not  confined  to  any  particular  state  of  the 
urine,  and  have  not,  so  far  as  I  have  ascertained,  any  precise 
pathological  signification ;  though  they  are  always  much  more 
numerous  in  Bright's  disease,  vesical  calculi,  purulent  urine, 
leucorrhoea,  and  urethritis,  than  when  the  urine  is  free  from 
morphological  elements. 
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I  am  unable  to  explain  their  presence  in  urine.  I  have  found 
them  in  quantities  in  the  atrophied  kidneys  of  chronic  Bright's 
disease.  But  I  have  also  found  exactly  similar  bodies  in  places 
far  removed  from  the  urinary  passages — in  the  brain,  in  the 
vicinity  of  old  apoplectic  clots,  in  the  neighborhood  of  old 
extravasations  in  other  places,  in  encephaloid  growths  and 
other  tumors. 

I  have  been  in  the  habit  of  noticing  these  objects  for  many 
years,  and  have  regarded  them  as  derivatives  of  hsematine ;  but 
how  they  come  to  assume  their  peculiar  forms  I  cannot  con- 
jecture. 

II. EXTRA-RENAL    EPITHELIUM. 

Any  part  of  the  genito-urinary  passages  may  shed  its  epithe- 
lium into  the  urine  so  as  to  form  a  sediment. 

The  urines  of  the  two  sexes  differ  notably  in  the  character 
and  quantity  of  the  epithelial  cells  found  in  them.  This  arises 
from  anatomical  differences  in  the  lower  genito-urinary  pas- 
sages ;  and  advantage  may  sometimes  be  taken  of  this  circum- 
stance to  distinguish  the  sex  of  the  individual  whose  urine  is 
under  examination. 

In  the  male  sex  an  epithelial  deposit  of  extra-renal  source  is 
most  commonly  derived  from  the  urethra  and  prostate  gland, 
and  is  composed  of  oval,  tailed  or  rounded  cells  (Fig.  17),  about 
twice  as  large  as  pus-cells  and  usually  flattened.  A  deposit  of 
this  sort  is  always  scanty,  and  to  the  naked  eye  presents  the 
appearance  of  a  collection  of  whitish  flakes  and  strings.  When 
taken  up  by  the  pipette  for  examination,  these  flakes  are  found 
to  have  the  viscid  glairy  character  of  mucus.  A  sediment  of 
this  character  is  not  uncommon  in  men :  in  many  cases  it  may 
be  distinctly  traced  to  an  old  gonorrhoea,  which  has  long  since 
passed  away  leaving  no  other  vestiges  behind  it.  The  deposits 
found  in  the  urine  of  persons  subject  to  nocturnal  emissions 
have  very  much  the  same  appearance  to  the  naked  eye. 

It  is  well  to  be  aware  of  the  nature  of  this  deposit.  Youths 
principally,  but  older  men  not  unfrequently,  observe  for  them- 
selves the  presence  in  their  urine  of  the  strings  and  flakes  just 
described;  and  they  are  liable  to  become  subject  to  hypochon- 
driacal fears  and  anxiety  respecting  them.     Such  individuals 
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are  common  victims  of  unprincipled  empirics.     I  was  recently 
consulted  by  a  gentleman  who  paid  very  large  sums  to  a  quack 


Fig.  17. 


Oval  and  tailed  epithelial  cells,  found  in  the  thready  and  flaky  deposit  of  the  urine  of  a 
man  who  had  formerly  suffered  from  gonorrhoea. 

who  had  persuaded  him  that  the  flaky  shreds  in  his  urine — the 
innocuous  vestiges  of  a  gonorrhoea  contracted  five  years  pre- 
viously— were  of  a  dangerous  nature,  and  required  active  and 
long-continued  treatment.  It  is  not  a  trifling  matter  to  be  able 
to  allay  the  alarm  of  such  patients,  and  to  convince  them  that 
the  subject  of  their  anxiety  is  wholly  unimportant. 

In  females,  epithelial  sediments  are  both  common  and  abun- 
dant. From  the  simple  short  urethra  the  urine  receives  little  or 
nothing ;  but  the  vaginal  membrane  is  invested  in  an  extensive 
tract  of  pavement  epithelium,  the  elements  of  which  are  de- 
tached with  facility  and  in  great  quantity,  giving  rise  to  an 
abundant  amorphous-looking,  light,  cloudy  deposit  in  the  urine. 
"When  examined  microscopically  this  deposit  is  found  composed 
of  large  flat  cells  resembling  the  epithelia  of  the  mouth  (Fig.  18). 
The  cells  either  lie  discrete,  or  united  by  their  borders  into 
patches  of  rude  mosaic. 

A  deposit  of  this  character  is  found  only  in  the  urine  of  fe- 
males, and  comparatively  few  are  wholly  exempt  from  it.  In  the 
subjects  of  vaginal  leucorrhcea  it  is  always  abundant;  but  it  is 


EXTRA-RENAL    EPITHELIUM. 


also  present  frequently,  and  in  quantity,  where  there  is  no  ap- 
preciable disorder  of  the  genital  passages.     Even  young  (female) 


Fig.  18. 


Vaginal  epithelium  in  the  urine. 

children  may  have  a  sedimentary  urine  from  this  cause,  espe- 
cially those  of  a  strumous  habit. 

Fig.  19. 


Epithelial  cells  from  the  bladder,  ureter,  and  pelvis  of  the  kidney. 
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The  epithelium  of  the  bladder,  ureter  and  pelvis  of  the  kid- 
ney finds  its  way  into  the  urine  of  both  sexes  in  cases  of  vesical 
calculus,  renal  calculus,  and  pyelitis  from  any  cause.  The  epi- 
thelium which  lines  these  parts  is  of  a  transitional  character, 
and  presents  a  great  variety  of  form — cylindrical,  spindle-shape, 
caudate,  oval,  spheroidal,  and  irregular  (Fig.  19).  It  cannot 
fail  to  be  noticed  how  like  some  of  these  cells  are  to  cancer- 
cells  :  so  like  indeed  that  the  recognition  of  cancer-cells  (as  such) 
in  the  urine  becomes  a  matter  of  very  great  uncertainty.  In 
cases  of  suspected  pyelitis  the  existence  of  cells  of  this  class  in 
the  urine,  greatly  fortifies  the  diagnosis.     (See  Pyelitis.) 

III. — RENAL    EPITHELIUM   AND    CASTS   OF   TUBES  :    THE    DEPOSITS 
ASSOCIATED   WITH   ALBUMINURIA. 

As  renal  epithelium,  and  casts  of  the  uriniferous  tubes,  are 
commonly  found  together,  it  will  be  convenient  to  consider 
them  in  conjunction. 

The  uriniferous  tubes  are  lined  with  a  single  layer  of  spheroi- 
dal epithelium.  The  cells  of  this  layer  in  the  cortical  part  of 
the  kidney  consist,  in  the  healthy  state,  of  a  round  or  slightly 
oval  nucleus,  having  a  delicate,  regular  outline,  resembling 
closely,  both  in  size  and  aspect  (except  in  not  being  biconcave), 
the  red  corpuscle  of  the  blood ;  around  this  nucleus  is  aggre- 
gated a  quantity  of  solid,  yet  friable,  faintly  granular  substance 
(Fig.  20  a  a).  A  distinct  cell-wall  is  usually  understood  to  exist 
around  each  nucleated  mass ;  but  my  own  observations  tend  to 
support  the  view  of  Dr.  Beale,  that,  in  the  convoluted  tubes,  a 
distinct  cell-wall  can  only  occasionally  be  seen.  When  the  cut 
surface  of  a  healthy  kidney  is  scraped,  the  nucleated  masses  are 
freely  separated  from  each  other.  The  nucleus  itself  is  then 
seen  to  be  exceedingly  uniform  in  size  and  shape ;  but  the  granu- 
lar matter  surrounding  it  is  very  irregular.  Sometimes  the  nu- 
cleus is  quite  free ;  more  commonly  it  is  imbedded  in  granu- 
lar matter.  Sometimes  this  latter  forms  a  spheroidal  mass, 
with  a  more  or  less  distinct  cell-wall ;  sometimes  the  granular 
mass  looks  as  if  partly  broken  off;  or  there  remains  only  a 
small  quantity  of  it  adhering  to  the  nucleus.  In  the  straight 
tubes  the  cell-wall  is  always  distinct  enough,  and  the  cells  are 
flatter,  so  that  the  available  bore  of  the  tubes  is  larger  in  the 
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pyramidal  than  in  the  cortical  portions.     When  there  is  rapid 
proliferation  of  the  epithelium  of  the  uriniferous  tubes  (as  in 

Fig.   20. 


Renal  epithelium,     a  a.  Natural  appearance  of  the  cells  ;  b.  Atrophied  and  disintegrated 
renal  cells  ;  c.  Renal  cells  in  a  state  of  fatty  degeneration. 
| 

the  large  white  or  mottled  kidney)  the  nucleus  is  frequently 
seen  cleft  into  two  or  three  nucleoli,  and  the  cell  puts  on  the  ap- 
pearance of  a  pus  corpuscle. 

The  epithelial  lining  of  the  uriniferous  tubes  is  liable  to  be 
separated  from  the  basement  membrane,  in  certain  diseased 
conditions,  and  discharged  with  the  urine.  Coagulable  matter 
is  also  liable  to  be  poured  into  the  uriniferous  tubes,  and  having 
solidified  there,  is  afterwards  washed  out  by  the  stream  of  urine, 
and  appears  therein  as  casts  or  moulds  of  the  tubes. 

The  epithelium  and  casts  thus  discharged,  present  a  number 
of  modifications  of  form  and  aggregation  which  serve  to  indicate 
and  distinguish  particular  states  of  disease  in  the  kidneys. 

Renal  epithelium,  forming  a  urinary  deposit,  occurs  usually 
in  scattered  patches  ;  but  in  the  acute  form  of  Bright's  disease 
the  epithelium  is  detached  in  coherent  pieces,  which  constitute 
casts  of  the  entire  lumen  of  the  tubes.  These  are  "the  epithe- 
lial casts"  to  be  presently  mentioned.  The  cells  never  perhaps 
preserve  perfectly  their  normal  form.  The  most  common  change 
is  a  greater  or  less  disintegration  or  breaking-up  of  the  cells  into 
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amorphous  granular  matter,  which  readily  takes  place  from  the 
absence  or  extreme  tenuity  of  the  cell-wall.  The  cells  also  be- 
come atrophied  (Fig.  20  b) ;  and  not  unfrequently  degenerated 
into  fatty  corpuscles  (c),  which  are  significant  of  changes  in  the 
kidney  of  most  ser  ous  nature. 

Casts  of  the  uriniferous  tubes  present  the  following  varieties  : 
1.  Epithelial  casts  (Fig.  21  a  a). — These  consist  of  a  cylinder 
of  coagulable  matter,  studded  over  with  epithelial  cells  which 
adhere  thereto  and  are  partly  imbedded  therein. 


Fig.  21. 


a  a.  "Epithelial"  casts  ;   b  b. 


"  Opaque  granular"  casts,  from  a  case  of  acute 
Bright' s  disease. 


2.  Opaque,  granular  casts  (Fig.  21  b  b). — These  have  a  dark 
coarsely  granular  appearance,  and  are  generally  of  medium  size 
(^i^  °f  an  mcn  m  diameter). 

3.  Transparent  or  waxy  casts  (Fig.  22). — These  are  clear,  glassy, 
fibrinous  cylinders,  sometimes  so  transparent  as  to  be  invisible 
until  tinted  artificially  by  means  of  iodine  or  a  solution  of  ma- 
genta; sometimes  faint  markings  map  their  surface,  or  they 
show  a  faint  molecular  composition.  They  present  extreme  dif- 
ferences of  diameter ;  the  smallest  are  not  more  than  the  breadth 
of  a  blood  corpuscle  (a  a) ;  the  largest  are  ^^  °f  an  mcn>  or 
more,  in  breadth  {b  be);  others  again  are  medium  sized. 

4.  Fatty  casts  (Fig.  23  a  a). — Sometimes  a  transparent  cast  is 
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studded  with  tolerable  uniformity  with  minute  oil  particles: 
more  commonly  the  oily  particles  are  irregularly  distributed  in 
and  on  such  a  cast ;  sometimes  again  they  are  collected  into  dark 


Fig.  22. 


Waxy  casts,  a  a.  From  the  urine  of  a  man  with  chronic  Bright's  disease  of  eight  months' 
duration  (urine  bloody,  intensely  albuminous,  anasarca,  death  from  pneumonia);  b  b. 
From  a  case  of  chronic  Bright's  disease  (large  white  kidney)  ;  c.  From  a  case  of  chronic 
Brighfs  disease  (contracted  kidney  with  fatty  degeneration). 


botryoidal  masses — apparently  the  result  of  the  breaking-up  of 
an  adherent  cell  which  has  undergone  fatty  degeneration. 

5.  Blood  Casts  (Fig.  23  b  b). — Sometimes  these  are  exceedingly 
beautiful  objects,  being  perfect  cylinders  composed  of  delicate 
circles  placed  in  apposition  ;  more  generally  a  fibrinous  cast  is 
studded  irregularly  with  blood  corpuscles,  some  perfect,  and 
some  withered  and  contorted ;  sometimes  the  cast  seems  com- 
posed of  blood  disks  crushed  or  compressed  into  a  cylindrical 
mould  (c). 

6.  Pus  Casts. — Dr.  G.  Johnson  has  described  and  figured 
moulds  or  casts  of  the  uriniferous  tubes  composed  of  pus  corpus- 
cles. In  two  such  cases,  examined  post  mortem,  he  found  multi- 
ple abscesses  in  the  kidneys.  In  a  case  examined  by  myself, 
where  both  kidneys  were  riddled  with  myriads  of  secondary  ab- 
scesses, the  urine  found  in  the  bladder  after  death  contained  no 
recognizable  tube-casts;  the  observation  was,  however,  an  im- 
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perfect  one,  owing  to  commencing  ammoniacal  decomposition 
of  the  urine,  which  may  have  caused  disintegration  of  any  pre- 
existing casts. 

Fig.  23. 


a  a.  Fatty  casts  ;  b  b.  Blood  casts  ;  d  d.  Free  fatty  molecules. 

To  the  naked  eye,  deposits  of  renal  epithelium  and  tube-casts 
appear  amorphous  :  they  are  often  very  scanty,  and  resemble  a 
cloud  of  mucus :  sometimes  they  are  more  dense  and  form  a 
white  flour-like  sediment. 

Clinical  significance  of  renal  epithelium  and  tube-casts. — The  most 
universal  inference  from  the  presence  of  these  bodies  in  the 
urine,  is  the  existence  of  some  organic  mischief  in  the  kidneys. 
But  a  study  of  their  various  forms  and  appearances  furnishes 
still  further  information  of  great  weight  in  the  diagnosis  and 
prognosis  of  the  different  stages,  and  different  types  of  renal 
degeneration.  This  subject  cannot,  however,  be  advantageously 
considered  in  the  present  section,  but  will  take  its  place  more 
appropriately  in  the  chapters  on  Bright' s  disease.  The  follow- 
ing general  remarks  may,  however,  find  room  here : 

1.  The  deposit  may,  and  generally  does,  contain  a  mixture  of 
two  or  more  varieties  of  casts  and  cells. 

2.  Conclusions  as  to  their  pathological  meaning  must  be  de- 
duced from  the  prevailing  types  rather  than  from  the  absence  or 
presence  of  one  or  two  of  a  particular  character.     For  example, 
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it  must  not  be  assumed  that  the  kidneys  are  in  a  state  of  hope- 
less fatty  degeneration,  or  even  commencing  to  undergo  that 
change,  because  one  or  two  cells,  or  one  or  two  casts,  display  oil- 
molecules. 

3.  It  is  necessary,  in  order  to  avoid  serious  errors,  to  examine 
specimens  of  urine  passed  on  two  or  three  separate  days. 

4.  Bearing  in  mind  these  precautions,  and  having  regard  to 
the  previous  history  of  the  case,  the  following  conclusions  are 
generally  warranted.  (a.)  Epithelial  casts  and  blood-casts  indi- 
cate a  disease  of  recent  origin.  (6.)  Transparent  large  waxy 
casts,  mixed  with  dark  granular  casts,  indicate  a  chronic  disease, 
(c.)  Epithelium  and  casts  containing  much,  fat  indicate  fatty 
degeneration. 


IV. — FATTY   MATTER   IN    URINE. 

Fatty  matter  appears  in  urine  under  a  variety  of  circumstances. 

1.  In  the  preceding  section  it  lias  been  shown  that  tube-casts 
and  renal  epithelium  (sometimes  vaginal  epithelium  also)  are 
liable  to  undergo  fatty  degeneration,  and  oily  particles  then  ap- 
pear in  the  urine,  either  inclosed  in  the  altered  cells  or  lying 
free.  Dr.  Beale  has  shown  that  the  oily  matter  under  these  cir- 
cumstances contains  cholesterine  dissolved  in  it. 

2.  In  the  condition  called  chylous  urine,  free  fat  is  discharged 
in  great  quantity,  either  in  the  form  of  globules  visible  under 
the  microscope,  or  more  commonly,  divided  into  molecules  so 
small  that  they  appear  only  as  granular  particles  under  the 
highest  magnifying  powers.     (See  Chylous  Urine.) 

3.  The  discharge  of  quantities  of  fluid  fat  by  the  kidneys  is  a 
phenomenon  so  extraordinary  and  unexpected,  that  its  occur- 
rence has  been  doubted.  But  there  appear  to  be  a  few  well- 
authenticated  instances.  My  colleague,  Mr.  Turner,  informs 
me  that  such  an  instance  fell  under  his  own  notice.  The  patient 
was  taking  cod-liver  oil,  and  each  day  there  was  a  discharge  ot 
yellow  oil  with  the  urine.  Two  examples  have  also  been  brought 
forward  by  Dr.  C.  Mettenheimer:  one  was  a  man  with  cancer 
of  the  lungs,  who  was  taking  daily  a  table-spoonful  of  cod-liver 
oil;  the  second  was  a  woman  convalescent  from  acute  nephritis, 
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who  was  taking  the  emulsio  cannabina.1  Dr.  Henderson,  like- 
wise, describes  three  cases  of  heart  disease,  in  which  oil  glo- 
bules appeared  on  two  or  three  occasions  in  the  urine.  (Brit. 
Med.  Journ.,  1858.) 

4.  Concretions  containing  fatty  matter  have  been  encountered 
in  the  urinary  bladder.     (See  Urostealith.) 

5.  Kiesteine. — This  is  a  name  given  by  Nauche  to  a  peculiar 
pellicle  said  to  form  on  the  urine  of  pregnant  women  when  left 
at  rest  for  a  few  days,  and  said  to  contain  fatty  and  caseous 
matter.  Much  has  been  written  on  the  nature  of  this  pellicle 
and  its  value  as  a  sign  of  pregnancy,  but  the  accounts  are  so 
contradictory  that  no  safe  conclusions  can  be  drawn  from  them. 
I  have  carefully  looked  over  all  the  observations  hitherto  made 
on  the  subject,  and  am  inclined  to  believe  that  the  kiesteine 
pellicle  is  nothing  more  nor  less  than  the  mould  fungus  which 
is  apt  to  grow  luxuriantly  in  urines  containing  organic  matters. 
The  urines  of  pregnant  women  are  likely  to  form  a  fitting  nidus 
for  this  fungus  from  the  large  quantity  of  epithelial  debris  which 
they  generally  contain.  A  very  full  account  of  the  literature  of 
this  subject  is  given  in  Montgomery's  "Signs  and  Symptoms  of 
Pregnancy."  A  paper  by  R-.  C.  Golding  in  the  British  Obstet- 
ric Record  for  1847-48,  and  another  by  Hicks  in  the  Lancet 
for  1859,  vol.  ii,  p.  281,  may  also  be  consulted.  The  question 
deserves  to  be  re-examined ;  but  the  investigation,  to  be  of  use, 
must  be  conducted  with  much  more  rigorous  exactness  than  any 
hitherto  published. 

v. — PUS  in  urine. 

Urine  containing  pus  is  turbid  and  milky  when  voided.  After 
standing  awhile,  it  deposits  a  dense  yellowish  white  sediment. 
Pus  presents  a  very  different  appearance,  according  as  the  reac- 
tion of  the  urine  is  acid  or  alkaline.  In  the  former  case  the  de- 
posit is  loose,  and  the  corpuscles  discrete ;  but  if  the  urine  be 
alkaline,  as  it  often  is,  from  ammoniacal  decomposition,  the  pus 

1  C.  Mettenheimer — Archiv.  d.  Verein,  Bd.  i,  p.  374.  See  also  A.  G.  Long's 
Dorpat  Thesis,  Be  adipe  in  urina  et  renibus,  &c.  (1852.)  There  is  no  doubt  that 
cats  and  dogs,  fed  with  an  excessive  quantity  of  fat,  excrete  oily  matter  in  con- 
siderable proportion  with  the  urine,  so  as  to  yield  globules  visible  with  the  mi- 
croscope. 
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coheres  into  a  viscid  tenacious  mass,  which  can  be  drawn  out 
into  long  tough  strings.  This  latter  appearance  is  diagnostic  of 
pus. 

Micro-chemical  characters. — Pus  possesses  an  analogous  consti- 
tution to  blood,  and  is  composed  of  cellular  particles  floating  in 
a  liquor  puris.  Liquor  puris,  like  liquor  sanguinis,  is  an  albu- 
minous saline  fluid ;  therefore  purulent  urine  necessarily  contains 
more  or  less  albumen — the  quantity  varying,  according  to  the 
proportion  of  pus  present,  from  a  trace  too  slight  for  detection 
by  ordinary  reagents,  to  a  considerable  impregnation.  It  is 
sometimes  a  point  of  importance,  and  always  of  considerable 
nicety,  to  decide  whether  the  quantity  of  albumen  in  a  purulent 
urine  is  no  more  than  can  be  accounted  for  by  the  pus  present, 
or  whether  some  of  it  is  not  due  to  renal  disease.  Such  a  ques- 
tion occasionally  arises  in  cases  of  vesical  calculi,  accompanied 
with  catarrh  of  the  bladder — most  surgeons  holding  that  the  co- 
existence of  renal  degeneration  constitutes  a  bar  to  operation. 
Usually,  purulent  urines  become  merely  hazy  with  nitric  acid ; 
and  the  quantity  of  pus  must  be  very  great  indeed  to  account 
for  a  large  deposit  of  albumen.  Important  assistance  in  doubt- 
ful cases  is  to  be  obtained  by  a  diligent  search  for  tube-casts  in 
the  freshly  voided  urine. 

The  chemical  test  for  pus  is  the  conversion  of  it  into  a  viscid 
mass  by  the  addition  of  liq.  potassse  or  liq.  ammonise. 

The  pus  corpuscle  is  a  spherical  cell,  about  one-third  larger 
than  a  red  blood-disk.     Examined  without  reagents,  it  appears 
opaque,  granular  on  the  surface 
and  yellowish  (Fig.  24,  a).     The  Fig.  24. 

denser  the  urine,  the  smaller  and 
more  crumpled  becomes  the  pus 
corpuscle;  whereas,  the  addition 
of  water  expands  and  clears  it 
— sometimes  bringing  into   view 


the  nucleus.    This  effect  is  brought 


about  much  more  quickly  and  pow- 
erfully by  a  drop  of  acetic  acid, 
insinuated  beneath  the  covering 
glass.  The  nucleus  thus  displayed 
is  found  to  be  cleft  into  two,  three, 
and  sometimes  four  nucleoli  (6). 


Pus   globules.      a.  Without   reagents ; 
b  b.  After  the  addition  of  acetic  acid. 
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If  the. acid  be  added  in  excess,  the  cell-wall  and  contents  dis- 
appear altogether,  and  the  cleft  nuclei  float  free  in  the  fluid. 

Clinical  significance. — The  importance  of  pus  in  urine  depends 
on  its  source  and  quantity.  Suppuration  may  take  place  in  any 
part  of  the  genito-urinary  passages,  or  abscesses  of  adjacent  parts 
may  burst  into  these  and  cause  pus  to  appear  in  the  urine.  It  is 
therefore  always  desirable  to  decide  the  anatomical  source  of  the 
pus.  This  is  not  always  easy,  and  sometimes  it  is  impossible. 
The  following  are  the  points  to  be  held  in  view  in  such  an  in- 
quiry: 

When  pus  is  derived  from  the  urethra  (as  in  gonorrhoea)  a  drop 
or  two  may  be  squeezed  from  the  meatus  urinarius  by  compress- 
ing the  penis.  Gonorrhoea  is  the  commonest  cause  of  pus  in 
the  urine  of  men.  The  quantity  is  always  small,  and  the  general 
properties  of  the  urine  are  not  affected  thereby. 

In  women  the  most  common  cause  of  slight  admixtures  of  pus 
with  the  urine  is  leucorrhcea,  which  betrays  itself  by  the  coex- 
istence of  abundance  of  pavement  epithelium. 

Pus  from  the  bladder  has  a  more  serious  significance,  as  in- 
dicating the  existence  of  cystitis.  Usually  there  is  little  diffi- 
culty in  tracing  this  to  its  right  source  by  the  local  symptoms. 
In  severe  cases,  the  excessively  frequent  micturition — every  ten 
or  fifteen  minutes — the  ammoniacal  state  of  the  urine  when 
voided,  and  the  speedy  gelatinization  of  the  pus  into  a  viscid 
mass,  leave  no  doubt  on  the  mind  of  the  practitioner.  But 
when  the  cystitis  is  slight  and  of  old  standing,  there  is  more 
difficulty,  as  the  urine  may  retain  its  acidity,  and  micturition 
may  not  be  very  frequent.  The  presence  of  stone  in  the  blad- 
der, an  enlarged  prostate,  the  history  of  a  past  lithotomy,  or  of 
an  old  stricture,  generally  gives  a  key  to  the  source  of  the  pus. 

Suppuration  in  the  pelvis  of  the  kidney  (pyelitis)  is  generally 
indicated  by  direct  signs  of  irritation  in  the  loins.  When  these 
are  absent,  reliance  must  be  placed  on  finding,  ,with  the  pus, 
epithelial  elements  of  transitional  character  (see  Fig.  19),  an 
acid  reaction  of  the  urine,  and  absence  of  signs  pointing  to  the 
bladder  and  urethra, 

The  bursting  of  an  abscess  into  the  urinary  passages  is  usu- 
ally signalized  by  a  sudden  irruption  of  a  large  quantity  of  pus 
into  the  urine.     Perineal  abscesses  opening  into  the  urethra  can 
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scarcely  be  overlooked ;  but  perivesical  and  perirenal  abscesses 


are  more  difficult  to  diagnosticate. 


Purulent  urine,  from  suppuration  in  the  kidney,  will  come 
under  consideration  in  future  pages.  (See  Suppuration  in  the 
Kidneys,  Pyonephrosis.) 


VI. — BLOOD    IN    URINE — HEMATURIA. 

An  admixture  of  blood  with  the  urine  is  readily  recognized 
by  the  color  which  it  imparts  to  the  secretion,  unless  the  quan- 
tity be  very  small.  If  the  blood  is  derived  from  the  kidneys  it 
is  diffused  equally  through  the  urine,  communicating  to  it  a 
reddish  or  a  peculiar  smoky  tint,  and  after  standing  a  while  a 
chocolate-colored  grumous  deposit  subsides.  But  when  the 
blood  is  derived  from  some  part  of  the  urinary  tract  below  the 
kidneys — ureters,  bladder,  or  urethra — the  color  imparted  to 
the  urine  is  pinkish  or  vermilion,  and  frequently  distinct  clots 
are  found  in  the  deposit. 

The  microscope  is  the  surest  means  of  discovering  blood  in 
urine ;  nevertheless  the  corpuscles  may  disappear  very  speedily 
if  the  urine  be  of  very  low  specific  gravity,  or  ammoniacal.     In 
acid  urine  of  moderate  den- 
sity (1020—25)  the  corpus-  Fis>  25- 
cles  remain  visible  and  pre- 
serve their  form  for  several 
days.   They  seldom  present 
the  bi-concave   shape,  but 
usually   appear   as    simple 
circles  (Fig.  25  a).     Some- 
times    they     shrink     and 
crumple,  and  become  mis- 
shapen in  various  ways  (6). 

The  marks  by  which 
blood-corpuscles  are  dis- 
tinguished from  other  cells 
found  in  urine,  are,  the  ex- 
treme tenuity  of  their  out- 
line, the  absence  of  visible 
cell-contents,  and  especially  of  a  nucleus,  and  their  feeble  refrac- 
tive power.     When  the  bi-concave  form  is  preserved,  this  of 


Blood-corpuscles 
by  imbibition. 


in  urine,     a.  Slightly  distended 
b.  Serrated  and  shrivelled. 
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course  is  diagnostic.  Blood-disks  are  liable  to  be  confounded 
with  confervoid  sporules,  with  the  minute  discoid  forms  of  oxa- 
late of  lime,  and  with  the  nuclei  of  renal  epithelium.  From  the 
first,  they  are  distinguished  by  the  absence  of  a  nucleus,  which 
can,  with  a  good  glass,  always  be  detected  in  the  sporules.  Spo- 
rules also  generally  are  somewhat  oval,  often  elongated,  and  show 
signs  of  budding.  The  discoid  crystals  of  oxalate  of  lime  are 
distinguished  by  the  existence  of  intermediate  forms  which  con- 
nect them  with  dumb-bells.  Renal  nuclei  are  distinguished  by 
their  strong  refraction,  by  being  strongly  tinted  by  magenta,1 
and  usually  they  are  surrounded  by  some  portion  of  the  ma- 
terial which  originally  invested  them. 

Urine  containing  blood  is  of  necessity  always  more  or  less 
albuminous.  The  quantity  may  be  so  great  that  the  urine  looks 
like  pure  blood,  and  coagulates  spontaneously,  or  so  small  that 
the  microscope  is  required  to  detect  it.  The  hemorrhage  may 
arise  from  a  great  variety  of  causes,  which  may  be  classified  as 
follows : 

1.  Local  lesions — external  injury,  violent  exercise,  calculous 
concretions,  ulcers,  abscesses,  cancer,  tubercle,  parasites, 
active  or  passive  congestion,  Bright's  disease. 

2.  Symptomatic — in  purpura,  scurvy,  eruptive  and  continued 
fevers,  intermittent  fever,  cholera,  &c,  mental  emotion. 

3.  Supplementary  or  vicarious — to  menstruation,  haemorrhoids, 
asthma. 

Cases  also  occur  which  are  not  referrible  to  any  of  these  cate- 
gories, of  which  the  origin  is  extremely  obscure.2 

1.  Hcematuria  from  local  lesions. — This  division  includes  by  far 
the  largest  number  of  cases.  A  point  of  great  importance  is  to 
ascertain  the  exact  source  of  the  blood.  This  is  not,  as  a  rule, 
difficult. 

Hemorrhage  from  the  substance  of  the  kidney  is  recognized  by 
the  existence  of  tube-casts  in  the  deposit.  By  far  the  most 
common  cause  of  this  variety  of  hematuria  is  some  form  of 
Bright's  disease  or  its  allies  (congestion,  &c.)     In  falls  and  blows 

1  See  a  paper  by  the  author,  "  On  the  Effects  of  Magenta  and  Taurin  on  the 
Blood-Corpuscles,"  in  the  Proceedings  of  the  Koyal  Society  for  1863. 

2  It  may  be  necessary  to  remind  students  that  in  females  the  urine  is  generally 
bloody  during  the  menstrual  flow ;  it  may  also  become  so  at  any  time  if  there  be 
uterine  and  vaginal  hemorrhage. 
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on  the  loins,  or  any  injuries  supposed  to  implicate  the  kidneys, 
the  occurrence  of  casts  in  the  urine  furnishes  a  valuable  diag- 
nostic sign.     In  the  following  remarkable  case  of  laceration  of. 
the  kidney  from  a  fall,  the  condition  of  the  urine  was  accurately 
noted  from  the  time  of  the  accident  till  death. 

E.  Davies,  a  bricklayer,  aged  36,  was  brought  into  the  Manchester 
Infirmary  at  3  p.  m.  on  April  27,  1863,  in  a  state  of  complete  insen- 
sibility, with  gasping  respiration,  apparently  dying.  In  the  course 
of  two  hours  he  recovered  consciousness,  and  answered  questions 
imperfectly,  in  a  half-di*unken  manner.  It  appeared  that  he  went  to 
his  work  in  the  afternoon  intoxicated,  and  that  he  had  fallen  a 
height  of  seven  stories.  There  was  a  compound  fracture  of  the 
skull,  and  the  legs  were  severely  contused  and  lacei-ated.  From  the 
time  that  he  recovered  speech  the  patient  continued  to  talk  in  a  cu- 
riously incoherent  manner,  as  if  he  were  drunk — except  that  the 
pronunciation  of  words  was  unaffected. 

No  urine  was  passed  on  the  day  of  the  accident;  but  on  the  day 
following  about  eight  ounces  were  withdrawn  by  catheter.  The 
urine  was  excessively  bloody,  dark  chocolate-colored,  and  highly  al- 
buminous. 

On  the  third  day  (April  29)  the  patient  was  in  the  same  state. 
No  urine  was  passed  spontaneously ;  at  8  p.  m.  about  an  ounce  was 
withdrawn  by  catheter;  it  was  of  the  same  character  as  before,  but 
less  bloody,  and  less  albuminous.  On  the  morning  of  the  fourth 
day  I  found  the  patient  breathing  rapidly,  with  a  quick  small  pulse ; 
the  tongue  was  moist;  there  was  great  thirst — no  appetite;  the 
bowels  had  been  opened  several  times  by  medicine.  At  9  p.  m.  of 
the  same  day  I  again  visited  the  ward.  No  urine  had  been  voided, 
and  the  bladder  was  not  distended.  The  general  condition  was  evi- 
dently worse;  the  delirium  was  constant,  and  he  swore  awfully  when 
his  legs  were  touched. 

At  noon  on  the  fifth  day  the  patient  was  much  weaker;  the  breath- 
ing was  interrupted;  he  muttered  incoherencies  unceasingly:  and 
waved  his  hands  as  if  he  saw  spectres  in  the  air;  he  picked  and  tore 
the  bed-cloxhes;  he  had  torn  three  sheets  to  ribbons,  and  had  torn 
the  counterpane.  He  did  this  quietly,  without  violence,  and  with- 
out attempting  to  get  out  of  bed.  When  asked  questions  he  an- 
swered quite  at  random ;  the  tongue  was  dry  and  red ;  pulse  almost 
imperceptible.  No  urine  had  been  passed  spontaneously  this  day, 
nor  the  day  before.  The  house-surgeon  introduced  a  catheter,  and 
succeeded,  by  compressing  the  abdomen,  in  withdrawing  about  two 
ounces  of  a  yellowish  urine,  with  small,  dark,  chocolate-colored 
granules  floating  in  it.  About  an  hour  after  the  patient  died  quietly 
without  coma  or  convulsions. 

During  the  five  days  that  the  patient  survived,  no  urine  was 
passed  spontaneously;  but  eleven  ounces  were  withdrawn  by  cathe- 
ter at  three  different  times.  The  first  specimen,  drawn  the  day 
after  the  accident,  was  excessively  bloody ;  the  second,  drawn  on  the 
third  day,  was  much  less  bloody ;  the  third,  drawn  just  before  death, 


112 


HEMATURIA. 


contained  no  liquid  blood,  and  bad  a  yellow  color,  but  it  deposited  a 
considerable  sediment  of  cbocolate-colored  granules  wbich  consisted 
of  indurated  clots  of  blood.  Altbougb  tbis  last  specimen,  consist- 
ing of  only  two  ounces,  was  tbe  product  of  forty  hours'  secretion, 
its  specific  gravity  was  only  1015,  and  its  proportion  of  albumen 
only  jiy.  Tbe  microscopic  examination  of  tbe  deposits  revealed  tbe 
existence  of  an  immense  quantity  of  casts  of  tbe  uriniferous  tubes, 
and  tbese  cbanged  character  as  time  passed  over.  In  tbe  first,  speci- 
men tbe  casts  were  all  dark,  opaque,  and  granular  (Fig.  26,  a,  c,  e),  evi- 
dently composed  of  crusbed  blood-clot ;  no  free  renal  epithelium,  nor 
any  pyelitic  cells,  were  found.  In  tbe  second  specimen,  in  addition 
to  tbe  dark  granular  casts,  tbere  were  numerous  deep-brown  plain 
casts,  witb  strongly -marked  outlines  and  very  few  markings  (d,  d); 
a  few  transparent  casts  were  also  found,  some  of  tbem  studded  witb 
epitbelium.  In  tbe  second  and  tbird  specimens  free  renal  epitbelium 
(A,  i),  and  epitbelium  from  tbe  pelvis  and  infundibula  (g),  appeared 
in  great  abundance.  Tbe  renal  epitbelium  was  deeply  browned, 
evidently  from  hsematine,  but  was  otherwise  natural.  Many  of  tbe 
casts  bad  dumb-bells  imbedded  in  tbem. 


Fig.  26. 


a,  c,  e.  Dark  granular  casts,  b,  d.  Yellow  plain  casts.  /.  Large  transparent  east  stud- 
ded with  epithelium,  i,  h.  Free  renal  epithelium,  i,  before,  and  h,  after  the  addition 
of  acetic  acid.     g\   Cells  from  the  pelvis  and  infundibula. 

Autopsy  forty-eight  hours  after  death.  Left  parietal  bone  frac- 
tured, with  a  slight  depression.  Dura  mater  not  lacerated ;  no  free 
blood  on  or  under  the  membrane;  but  tbere  was  an  ecchymotic 
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patch    on  it  as   large   as    a  florin,  corresponding  to  the   fracture. 
There  was  no  blood  in  the  arachnoid  space;  but  the  pia  mater  was 
injected  over  the  space  of  two  square  inches  in  the  vicinity  of  the 
fracture.     No  lymph  was  thrown  out  on   any  part,  nor  was  there  ' 
softening  or  other  abnormal  condition  of  any  portion  of  the  brain. 

Abdomen.  There  was  no  external  sign  of  direct  violence  over  the 
loins;  all  the  abdominal  organs,  except  the  kidneys,  were  uninjured 
and  healthy.  Left  kidney  weighed  9|  oz.;  it  was  not  lacerated.  On 
section  minute  granules  of  indurated  blood  were  found  in  several  of 
the  infundibula;  the  whole  gland  was  hyperremic.  Right  kidney 
weighed  9?  oz.,  was  torn  in  two  places  on  its  posterior  aspect.  The 
lacerations  ran  across,  somewhat  crookedly,  from  the  outer  border 
almost  to  the  hilum ;  they  were  about  an  inch  apart,  and  varied  in 
depth  from  one  to  three  and  even  four  lines.  They  were  completely 
closed  by  a  wedge-shaped  solid  clot  of  blood,  which  was  very  firm, 
and,  where  in  contact  with  the  renal  substance,  bleached.  The  renal 
tissue  immediately  adjacent  to  the  lacerations  appeared  perfectly 
natural — neither  injected  nor  softened.  The  tunica  propria  was  of 
course  torn  through  over  the  site  of  the  lacerations.  The  lacera- 
tions did  not  penetrate  in  any  part  to  the  infundibula,  but  two  large, 
firm,  blood  concretions — one  as  large  as  a  horse-bean,  and  the  other 
as  large  as  a  pea — lay  loose  in  the  pelvis,  and  several  smaller  ones 
were  found  in  the  infundibula.  The  perirenal  adipose  tissue  was 
deeply  stained  with  blood  on  both  sides ;  but  it  contained  neither 
fluid  blood  nor  clots.  The  peritoneum  was  not  penetrated  nor  in- 
flamed.    The  heart  and  lungs  were  healthy. 

It  was  evident  that  the  direct  cause  of  death  in  this  case  was  sup- 
pression of  urine — aided  perhaps  by  a  degree  of  delirium  tremens. 
The  reason,  probably,  why  no  signs  of  inflammation  were  found  in 
the  brain  and  peritoneum  was,  that  the  patient  never  really  rallied 
from  the  shock  of  the  accident ;  and  that  reaction  never  properly 
took  place.  The  desquamation  of  the  epithelium  of  the  pelvis  and 
infundibula  must  be  attributed  to  the  irritation  of  the  blood-concre- 
tion found  therein. 

Hematuria  is  rarely  serious  from  its  quantity  in  any  form  of 
Bright' s  disease,  and  is  generally  quite  insignificant.  Far  more 
serious  are  the  consequences  of  the  coagulation  of  the  effused 
blood  in  the  uriniferous  canals.  Unless  these  plugs  are  expelled 
by  the  pressure  of  the  urine  from  behind,  they  permanently 
block  up  the  tubes  and  destroy  the  function  of  the  correspond- 
ing parts  of  the  gland.  Hence  any  hemorrhage  from  the  sub- 
stance of  the  kidney,  however  it  may  arise,  is  attended  with 
serious  hazard  that  the  foundations  of  a  fatal  renal  degeneration 
may  be  laid  thereby. 

Cancer  of  the  kidney  is  often  associated  with  profuse  and  re- 
peated hematuria;  the  diagnosis  rests  chiefly  on  the  presence  of 
a  tumor  in  the  loins  (see  Cancer  or  the  Kidney). 
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In  tubercle,  abscess,  renal  embolism,  hydatids,  the  hemor- 
rhage is  seldom  more  than  trifling.  In  active  hyperemia  of  the 
kidneys  after  taking  turpentine  or  cantharides,  the  bleeding  is 
sometimes  severe.  As  these  classes  of  cases  are  treated  separ- 
ately in  subsequent  parts  of  this  work,  it  will  not  be  necessary 
here  to  go  into  further  details. 

Hemorrhage  from  the  pelvis  of  the  kidney  and  ureters  is  com- 
monly due  to  calculous  concretions, — much  more  rarely  to  can- 
cer, tubercle,  and  parasites.  When  the  blood  has  this  source 
the  diagnosis  turns  on  the  existence  of  symptoms  of  pyelitis, 
nephritic  colic,  and  the  passage  of  a  foreign  body  down  the 
ureter.  Sometimes  the  blood  coagulates  in  the  ureter,  and  long 
vermicular  clots  may  be  afterwards  recognized  in  the  urine. 
The  passage  of  these  clots  along  the  ureter  produces  precisely 
the  same  symptoms  as  a  calculus  passing  in  the  same  direction. 

Hemorrhage  from  the  bladder  is  usually  recognized  by  symp- 
toms pointing  directly  to  that  organ,  namely,  excessively  frequent 
micturition,  pain  in  the  hypogastrium,  and  at  the  neck  of  the 
bladder,  &c.  Exploration  of  the  bladder  will  generally  reveal 
the  existence  of  calculi  or  fungoid  growths.  Varicose  enlarge- 
ment of  the  veins  of  the  mucous  membrane  and  acute  cystitis 
are  also  occasional  causes  of  vesical  hemorrhage. 

Urethral  hemorrhage  is  known  by  the  escape  of  blood  in  the 
intervals  of  micturition. 

Symptomatic  Hematuria. — Purpura  hemorrhagica  is  occasion- 
ally marked  by  severe  hgematuria.  In  a  case  under  my  care 
some  years  ago,  there  occurred  first  violent  epistaxis  requiring 
plugging  of  the  nares ;  then  profuse  hematuria  set  in ;  when 
this  subsided,  the  patient  rapidly  succumbed  to  intracranial 
hemorrhage.  Scurvy  is  more  rarely  attended  with  hematuria. 
The  eruptive  and  continued  fevers,  cholera,  and  yellow  fever, 
are  sometimes  the  occasion  of  hematuria,  which  is  generally  a 
very  unfavorable  symptom. 

Supplementary  Hematuria. — Many  curious  examples  have  been 
recorded  in  which  hematuria  appeared  to  be  supplementary  to 
some  natural  function  or  some  diseased  condition.  Chopart1 
relates  a  case  in  which  hematuria  supplemented  a  hemorrhoidal 
flux ;  Latour2  adds  another.     The  latter  mentions  a  singular  case 

1  Trait6  des  Malad.  des  voies  urinaires.     Segalas'  edition,  p.  283. 
8  Cited  by  Bayer,  t.  ii,  p.  25. 
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of  spasmodic  asthma,  of  such  severity  and  persistence  that  the 
patient  had  not  been  able  to  lie  in  bed  for  eighteen  months,  which  . 
disappeared  suddenly  on  the  occurrence  of  hematuria.  Chopart 
and  P.  Frank  relate  examples  in  which  the  menstrual  flux  was 
deviated  to  the  urinary  passages,  and  appeared  under  the  form 
of  a  periodical  hematuria.1 

The  endemic  hematuria  of  Mauritius,  Brazils,  Cape  of  Good 
Hope,  Egypt,  and  some  other  hot  countries,  which  has  hitherto 
so  greatly  puzzled  pathologists,  seems  at  length  to  have  found 
its  explanation  in  the  presence  of  a  minute  parasite  which  infests 
the  mucous  membrane  of  the  pelvis  of  the  kidney  and  the  blad- 
der. The  researches  of  Griesinger,  Bilharz,  and  Dr.  John  Har- 
ley  on  this  subject  will  be  described  in  the  chapter  devoted  to 
parasites  of  the  kidney  (see  Bilharzia  ELematobia). 

Mental  emotion  seems  capable  in  very  rare  instances  of  pro- 
ducing hematuria.  Basham2  tells  of  a  shoemaker  who  was  sub- 
ject to  attacks  of  hematuria  which  always  recurred  on  the  occa- 
sion of  his  drunken  wife's  misconduct.  Rayer  records  an  instance 
in  which  hematuria  followed  a  fit  of  passion. 

Treatment. — As  hematuria  is  merely  a  symptom,  and  a  symp- 
tom which  attends  a  great  variety  of  pathological  conditions,  the 
treatment  of  the  cases  in  which  it  occurs  is  necessarily  diverse. 
Sometimes,  however,  we  are  called  on  to  treat  hematuria  for 
itself — in  some  cases  because  of  our  inability  to  fathom  its  excit- 
ing cause,  in  others  because  the  loss  of  blood  is  so  great  that  it 
becomes  an  urgent  object  to  check  it,  even  though  the  primary 
disease  of  which  it  is  a  symptom  be  irremovable. 

In  the  hyperemia  of  the  kidneys  which  occurs  in  acute  Bright's 
disease,  after  overdoses  of  turpentine  and  cantharides,  after  blows, 
falls,  muscular  efforts,  and  other  external  injuries,  hematuria  is 
a  positive  relief  to  the  loaded  vessels,  and  were  it  not  that  the 
effused  blood  is  prone  to  coagulate  in  the  uriniferous  tubes,  and 
produce  a  physical  obstacle  to  the  excretion  of  urine  of  a  most 
dangerous  character,  the  hemorrhage  (unless  excessive)  might 
safely  be  left  to  its  own  course.  To  relieve  the  congestion  in 
these  cases,  derivation  by  the  loins  (cupping,  etc.),  by  the  cuta- 

1  Chopart  (1.  c.  p.  282)  cites  one  instance,  and  Kayer  two  instances,  in  which 
haematuria  occurred  at  regular  monthly' periods  in  "males.  One  of  these  was  a 
butcher  of  Sedan.  The  circumstances  became  known,  and  such  was  the  disgust 
caused  thereby  that  no  one  would  purchase  meat  from  him. 

2  Basham  on  Dropsy,  p.  259. 
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neous  surface  (baths,  diaphoretics),  and  by  the  intestines  (hydra- 
gogue  cathartics),  must  be  energetically  practised. 

When  hematuria  is  supplementary  to  hemorrhoidal  dis- 
charges, leeches  may  be  applied  about  the  anus.  It  should  be 
remembered,  however,  that  if  the  blood  be  shed  from  the  mu- 
cous membrane  of  the  bladder,  and  not  from  the  substance  of 
the  kidney,  such  a  discharge  is  not  to  be  looked  on  unfavorably, 
nor  to  be  rashly  suppressed.  "When  moderate  hematuria  occurs 
vicariously  with  menstruation,  it  is  to  be  suppressed  only  on 
condition  that  the  normal  flux  be  re-established. 

Passive  hematuria  in  the  course  of  zymotic  diseases  should  be 
carefully  distinguished  from  acute  Bright' s  disease,  which  some- 
times forms  a  sequela  to  these.  In  the  former,  the  bleeding 
is  probably  from  the  whole  or  greater  portion  of  the  urinary 
tract,  and  not  solely,  if  at  all,  from  the  kidneys.  The  internal 
remedies  of  most  avail  in  passive  hematuria,  are  the  mineral 
acids,  especially  sulphuric  acid,  freely  administered. 

When  our  object  is  simply  to  treat  the  hematuria  for  itself — 
to  stay  the  loss  of  blood — the  first  point  is  to  enforce  perfect 
rest,  and  to  apply  cold  in  the  most  effective  manner  to  the  bleed- 
ing part.  If  the  kidneys  be  the  source  of  the  blood,  ice-poul- 
tices should  be  applied  to  the  loins ;  if  the  bladder,  iced-water 
injections  may  be  practised  into  the  bladder,  and  iced-cloths 
applied  to  the  perineum  and  epigastrium.  The  medicinal  haemo- 
statics which  have  been  found  of  most  service,  are  gallic  acid, 
acetate  of  lead,  alum,  ergot  of  rye,  tincture  of  muriate  of  iron, 
turpentine,  and  matico.  Dr.  Golding  Bird  speaks  highly  of 
acetate  of  lead  given  frequently  and  in  large  doses  for  short 
periods.  He  recommends  3  or  4  grains,  with  one-fourth  of  a 
grain  of  opium,  in  a  pill  every  two  hours,  until  six  or  eight 
doses  have  been  administered — care  being  taken  to  keep  the 
bowels  open  by  saline  purgatives.  Dr.  Prout  observes  :  "  When 
the  bladder  becomes  distended  with  blood,  and  complete  reten- 
tion of  urine  in  consequence  takes  place,  recourse  must  be  had 
to  a  large-eyed  catheter  and  an  exhausting  syringe,  by  the  aid 
of  which,  and  the  occasional  injection  of  cold  water,  the  coagula 
may  be  broken  up  and  removed.  If  the  hemorrhage  be  so 
profuse  that  the  bladder  becomes  again  distended  with  blood  in 
a  very  short  time,  the  injection  of  cold  water  into  the  rectum  or 
bladder  is  sometimes  of  great  use;  and  should  these  means  fail, 
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from  20  to  40  grains  of  alum  may  be  dissolved  in  each  pint  of 
water  injected  into  the  bladder,  a  remedy  that  seldom  fails  to 
check  the  bleeding  even  when  the  cause  is  malignant  disease.  - 
I  have  never  known  any  unpleasant  consequences  follow  the 
use  of  this  expedient;  and  have  seen  it  immediately  arrest  the 
most  formidable  hemorrhage  when  all  other  means  had  failed, 
and  when  the  bladder  had  repeatedly  become  again  distended 
with  blood  almost  immediately  after  its  removal."1 

Hcematinuria  (false  hematuria). — Attention  has  been  called 
by  Yogel,2  Oppolzer,3  and  Mettenheimer,4  to  the  escape  of  the 
coloring  matter  of  the  blood  (hsematine)  with  the  urine,  unac- 
companied by  rupture  of  the  capillaries,  and  the  presence  of 
blood-corpuscles.  The  urine  in  such  cases  assumes  a  deep  red 
or  blackish  red  color,  very  much  as  if  it  contained  blood ;  but 
no  blood-disks  can  be  found  under  the  microscope,  nor  any 
fibrin.  This  condition  is  invariably  accompanied  by  the  pre- 
sence of  albumen  in  the  urine.  It  is  caused  by  rapid  destruc- 
tion of  the  blood-disks  in  the  bloodvessels,  such  as  occurs  in 
that  state  which  is  known  as  "  a  dissolved  state  of  the  blood," 
in  septic,  pysemic  and  putrid  fevers,  and  in  some  extreme  cases 
of  scurvy  and  purpura.  In  such  cases  hsematine  is  set  free  by 
the  disintegration  of  the  red  disks,  and  appears  in  the  urine. 
Vogel  found  that  inhalation  of  arseniuretted  hydrogen  produced 
an  intense  (but  temporary)  degree  of  hsematinuria.  He  pro- 
duced the  same  condition  artificially  in  animals  by  inhalation 
of  the  same  gas  and  of  carbonic  acid;  also  by  the  injection  of 
substances  into  the  veins  which  are  known  to  dissolve  and  break 
up  the  red  disks. 

The  clinical  significance  of  hsematinuria  depends  entirely  on 
the  pathological  state  which  occasions  it. 

VII. — CANCEROUS  AND  TUBERCULOUS  MATTER  IN  URINE. 

When  cancer  or  tubercle  of  any  part  of  the  urinary  tract  has 
gone  on  to  ulceration,  the  urine  carries  away  with  it  some  of 
the  disintegrated  elements,  giving  rise  to  an  amorphous-looking 

1  Prout ;  Stomach  and  Eenal  Diseases,  5th  edit.,  p.  421. 

2  J.  Vogel ;  Krankh.  der  Harnberejjenden  organe,  in  Virchow's  Handbueh 
der  Speciellen  Path.  u.  Therap.,  Band  vi,  2te  Abth  ,  p.  539. 

3  Wiener  Med.  Wochensch.  1860,  Nos.  25  and  26. 

4  Wiirzburger  Med.  Zeitsch.  1862,  p.  1. 
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Cells  from  the  urine  of  a  woman  with  fun 
gus  of  the  bladder,  a.  Fibro-plastic  cells 
b,  b.  Cancer  cells,  c.  Epithelial  cells,  d.  Pus 
e.  Blood. 


grumous  deposit.  Sometimes  masses  of  the  morbid  tissue  as 
large  as  a  horse-bean  are  discharged  with  the  urine,  and  more 
or  less  blood  is  always  mixed  with  such  deposits. 

27  Very  great  caution  is  requi- 

site in  coming  to  a  conclusion 
as  to  the  cancerous  nature  of 
cells  found  in  urine,  on  ac- 
count of  the  great  similarity 
between  the  irregular  transi- 
tional forms  of  the  epithelial 
cells  lining  the  urinary  pas- 
sages, and  the  cells  of  cancer- 
ous growths.  Indeed  it  would 
be  quite  unsafe,  in  such  a  case, 
to  rely  on  the  mere  form  and 
size  of  individual  cells.  In 
the  above  drawing  may  be 
seen  the  diverse  shapes  dis- 
charged with  the  urine  in  a 
case  of  malignant  fungus  of  the  bladder.  If  the  forms  be  com- 
pared with  those  in  Figs.  19  and  26  g,  the  similarity  of  the  cells 
will  appear  very  striking.  It  is  more  safe  to  take  the  entire 
character  of  the  deposit  into  consideration.  It  may  be  described 
as  a  thick,  dirty,  blood-stained  sediment,  containing  abundance 
of  blood-corpuscles,  mixed  with  spindle-shaped,  oval,  and  irregu- 
lar cells.  Pus-corpuscles  are  either  wholly  or  nearly  absent. 
The  presence  of  shreds  or  pieces  of  solid  tissue,  appreciable  to 
the  naked  eye,  should  be  carefully  looked  for :  their  occurrence 
is  almost  a  certain  proof  of  the  existence  of  some  morbid  growth. 
The  character  of  the  deposit  generally,  and  especially  the  pre- 
sence of  numerous  spindle-shaped  (fibro-plastic)  cells,  which 
cannot  be  mistaken  for  epithelial  elements,  indicate  clearly  that 
some  morbid  growth  or  natural  tissue  is  being  broken  up.  The 
collateral  symptoms  are  then  generally  sufficient  to  decide 
whether  the  broken-up  tissue  is  a  portion  of  the  natural  mem- 
branes or  an  adventitious  growth.  In  cancer  of  the  kidney  no 
help  to  the  diagnosis  must  be  expected  from  the  character  of 
the  urinary  deposit  (see  Cancer  of  the  Kidney). 

The  discharge  associated  with  tuberculous  ulceration  differs 
from  that  of  a  cancerous  fungus  in  being  largely  purulent; 
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indeed,  pus-corpuscles  are  often  the  only  appreciable  formed 
elements  in  the  urine  in  cases  of  tubercle  of  the  kidney  and 
bladder.    But  in  other  cases,  broken-down  cheesy  masses  may- 
be seen,  together  with  a  large  quantity  of  amorphous,  or  barely 
morphous  granular  debris  (see  Tubercle  of  the  Kidney). 

It  follows,  of  course,  that  cancerous  and  tuberculous  masses 
may  exist  in  the  kidney,  or  beneath  the  mucous  membrane  of 
the  urinary  passages,  without  contributing  anything  to  the 
stream  of  urine.  It  is  only  when  ulcerated  that  their  elements 
escape  with  the  urine ;  before  this  takes  place  they  may,  how- 
ever, give  rise  to  copious  and  oft-repeated  hemorrhage. 


Fig.  28. 


VIII. SPERMATOZOA    IN    URINE SPERMATORRHEA. 

The  admixture  of  semen  with  the  urine  gives  rise  to  a  mucous- 
looking  deposit.  When  in  large  quantity,  white  albuminous 
flakes  and  masses  are  seen ;  these  exhibit  a  viscid  consistence 
when  taken  up  with  the  pipette. 
The  microscope  reveals  the  exist- 
ence of  spermatic  filaments,  con- 
sisting (Fig.  28)  of  a  minute  oval 
head,  not  more  than  To,Vo o  °f  an 
inch  in  breadth,  and  a  long  whip- 
like tail  of  extreme  delicacy.  The 
length  of  the  entire  filament  is  gi^ 
of  an  inch. 

When  freshly  shed,  and  still  liv- 
ing, they  exhibit  active  eel-like 
movements,  strongly  suggestive  of 
volition  ;l  but  as  seen  in  urine  they 
are  always  motionless.  They  offer  considerable  resistance  to 
disintegration,  and  may  sometimes  be  recognized  in  decomposed 
urine  which  has  been  kept  for  weeks. 

A  certain  quantity  of  seminal  fluid  necessarily  finds  its  way 
into  the  urine  of  both  sexes  after  coitus;  also  into  the  urine  of 
men  after  involuntary  nocturnal  emissions. 

Involuntary  nocturnal  emissions  occurring  occasionally  in  the 
young  and  continent,  are  not  to  be  regarded  as  within  the  limits 

1  Students  may  be  reminded  that  spermatozoa  are  not  really  independent 
animals,  but  simply  the  escaped  contents  of  a  cell.  They  are  floating  cilia,  and 
resemble  the  oscillating  sperm-cells  of  the  antheridias  of  mosses. 
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of  disease ;  but  when  they  take  place  two  or  three  times  weekly 
or  offcener,  or  when  the  acts  of  defecation  and  micturition  are 
frequently  followed  by  a  glairy  discharge,  a  diseased  state  must 
be  acknowledged  to  exist;  and  one  also,  as  experience  proves, 
exceedingly  difficult  to  deal  with.  Whether  it  be  that  the  men- 
tal phenomena  observed  in  these  cases  are  altogether  secondary 
to  the  genital  defect  may  well  be  questioned;  but  it  is  an  im- 
portant— indeed  the  important — fact  in  relation  to  involuntary 
seminal  discharges,  that  they  are  associated  with  a  deplorable 
state  of  mind.  Much  of  this  is  no  doubt  owing  to  the  prurient 
eagerness  with  which  persons  so  afflicted  seek  satisfaction  to  a 
fatal  curiosity,  in  the  publications  of  unprincipled  quacks,  who 
lure  their  victims  with  libidinous  descriptions,  and  afterwards 
terrify  them  with  exaggerated  and  lying  pictures  of  the  fate 
which  awaits  them. 

But  there  is  a  danger  that  the  legitimate  practitioner  may  come 
to  look  upon  cases  of  this  class  too  lightly,  and  thus  be  the  indi- 
rect occasion  of  their  seeking  the  help  which  is  their  injury. 

The  least  serious  cases  are  those  in  which  the  emissions  are 
solely  nocturnal.  As  long  as  the  complaint  is  confined  within 
these  limits,  the  general  health  does  not  suffer,  and  the  mental 
state  is  seldom  gravely  disturbed.  Sometimes,  however,  indi- 
viduals of  fervid  imagination,  whose  health  is  from  any  cause 
below  par,  fix  upon  this  incident  (nocturnal  emissions)  with  fatal 
tenacity,  and  hinge  their  ill-health  entirely  upon  it,  when  in  re- 
ality it  has  nothing  to  do  with  the  matter.  Persons  go  on  for 
years  subject  to  nocturnal  pollutions  without  consciousness  of 
any  harm  resulting,  but  when  they  chance  to  become  dyspeptic, 
or  their  nervous  system  becomes  upset  by  overwork,  then  these 
emissions  loom  largely  to  their  imaginations,  and  they  connect 
them  with  their  failing  health. 

When  seminal  discharges  occur  daily,  and  accompany  or  fol- 
low defecation  and  micturition,  a  greater  departure  from  the 
natural  state  is  betrayed;  and  it  is  seldom  that  such  a  state  of 
things  continues  for  any  length  of  time  without  inducing  pallor, 
weakness,  want  of  zest  and  energy  for  work,  as  well  as  a  fidgety, 
vacillating,  and  sometimes  very  depressed  state  of  mind.  Never- 
theless, these  consequences  frequently  altogether  fail.  There 
was  recently  a  patient  under  my  care  at  the  Royal  Infirmary — a 
ruddy  strong-looking  young  man  of  six-and-twenty — who  had 
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been  in  the  habit,  according  to  his  own  account,  for  the  last 
seven  years,  of  discharging  large  quantities  of  seminal  fluid 
almost  daily,  more  especially  with  micturition.  In  a  specimen 
of  his  urine  brought  to  me,  there  was  at  least  a  table-spoonful 
of  glairy  matter  having  the  microscopic  and  other  characters  of 
semen.  The  mental  state  was  certainly  shaken,  but  solely,  as 
it  appeared  to  me,  from  the  diligent  study  of  Mr.  Dawson's 
book  on  spermatorrhoea.  He  talked  with  a  sort  of  gloomy 
satisfaction  of  being  tired  of  life,  but  it  was  with  an  air  as  if 
he  were  repeating  a  lesson,  and  not  as  one  revealing  a  terrible 
conviction. 

The  type  of  mental  disturbance  usually  associated  with  sper- 
matorrhoea, is  common  in  this  as  in  other  large  towns,  inde- 
pendently of  seminal  losses,  among  persons — chiefly  men  of 
business — whose  health  has  given  way  from  too  engrossing  ap- 
plication to  exciting  pursuits.  Such  persons  become  nervous, 
apprehensive  about  themselves  to  a  distressing  degree,  pusil- 
lanimous, subject  to  attacks  of  incomplete  syncope;  they  lose 
their  sleep,  and  sometimes  their  appetite;  there  is  some  real 
emaciation  and  a  great  deal  of  fancied  wasting.  They  pour 
into  the  ears  of  their  medical  attendants  an  endless  variety  of 
symptoms,  and  worry  them  beyond  the  most  tedious  hysterical 
women.  Such  patients,  although  often  men  of  middle  age,  or 
at  least  beyond  their  first  youth,  and  fathers  of  families,  rarely 
fail  to  complete  the  catalogue  of  their  ailments  with  a  refer- 
ence to  what  they  conceive  to  be  some  anomaly  of  their  sexual 
functions. 

Involuntary  discharges  are  not  confined  to  youth  or  middle 
age.  Men  advanced  in  years  are  sometimes  tormented  in  the 
same  way,  and  exactly  the  same  state  of  mind  is  observed  in 
them.  They  imagine  their  "substance"  to  be  ebbing  from 
them,  and  their  virility  departing.  A  gentleman  over  sixty 
years  of  age,  the  father  of  a  family  of  married  daughters,  was 
so  concerned  about  a  slight  seminal  discharge  which  in  no  way 
affected  his  health,  that  he  forwarded  to  me  for  examination  over 
a  hundred  specimens  of  his  urine. 

In  the  treatment  of  this  class  of  cases,  the  first  point  to  estab- 
lish is  whether  the  trouble  of  the  nervous  system  is  the  primary 
phenomenon,  and  the  disturbance  of  the  sexual  functions  only 
an  insignificant  incident,  or  whether  the  seminal  losses  are  in 
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such  frequency  and  quantity  that  they  may  be  regarded  as  having 
a  hand  in  evolving  the  symptoms  complained  of.  The  great 
majority  of  cases  belong  to  the  former  category;  and  indica- 
tions for  treatment  are  to  be  looked  for  in  the  general  state  of 
the  patient  and  the  circumstances  surrounding  him,  rather  than 
in  the  condition  of  the  sexual  functions.  If  it  appear,  after  a 
patient  sifting  of  the  actual  phenomena  and  the  past  history  of 
the  case,  that  the  seminal  emissions  must  be  regarded  as  the 
fundamental  ailment,  the  next  point  is  to  inquire  into  the  exist- 
ence of  any  local  cause  for  the  emissions.  The  irritation  of  as- 
carides  or  haemorrhoids  sometimes  occasion  involuntary  dis- 
charges, also  herpetic  eruptions  about  the  prepuce.  Lallemand 
enumerates  a  long  prepuce  as  contributing  to  the  same,  by  the 
lodgment  which  it  affords,  in  uncleanly  persons,  to  offensive 
secretions.  Whatever  be  the  local  cause  discovered,  its  imme- 
diate removal  is  of  course  the  first  step  in  the  treatment. 

In  the  absence  of  a  local  cause,  the  evil  can  usually  be  traced 
to  venereal  excesses,  masturbation,  and  the  reading  of  salacious 
literature.  Some  of  these  cases  are  very  difficult  to  deal  with. 
An  attempt  must  first  be  made  to  put  a  stop  to  the  practice 
which  is  the  cause  of  the  complaint.  The  further  treatment 
should  be  directed  to  improving  the  tone  of  the  muscular  sys- 
tem by  daily  ablutions  with  cold  water  or  brine,  by  sea  bathing, 
regulated  exercise,  change  of  air,  &c.  The  state  of  the  patient's 
mind  often  requires  that  the  time,  quantity,  and  material  of  the 
meals  shall  be  minutely  regulated.  The  diet  should  be  nourish- 
ing and  bland :  spices  and  condiments  should  be  avoided.  Malt 
liquors  and  the  lighter  wines  are  to  be  cautiously  employed;  the 
quantity  must  be  judged  by  their  effects.  Any  quantity  which 
produces  flushing  of  the  face  is  too  much.  An  opiate  sometimes 
renders  good  service  by  securing  a  good  night's  rest.  Astrin- 
gent and  ferruginous  tonics  offer  valuable  aid  to  the  hygienic 
treatment.  Tincture  of  the  muriate  of  iron  has  appeared  to  me 
to  produce  a  better  effect  than  any  other  preparation.  A  blister 
to  the  perineum  has  sometimes  seemed  to  diminish  the  emis- 
sions. In  cases  of  inveterate  masturbation,  Mr.  Helton  found 
that  he  could  invariably  put  a  stop  to  the  practice  by  applying 
a  strong  solution  of  iodine  or  blistering  fluid  to  the  penis  so  as 
to  render  the  organ  too  sore  for  manipulation.1 

1  Lancet,  1863,  II,  123. 
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Lallemand  recommends  the  local  application  of  nitrate  of  sil- 
ver to  the  orifices  of  the  ducts  of  the  vesiculae  semi n ales  by 
means  of  his  porte-caustique.  I  cannot  say  that  I  have  ever- 
seen  cases  in  which  this  severe  proceeding  seemed  justifiable. 
It  must  be  remembered  that  it  is  not  without  danger.  Dr.  Bird 
relates  an  instance  in  which  a  dangerous  cystitis  was  produced 
in  a  healthy  person  by  the  local  application  of  the  solid  nitrate 
of  silver  in  this  manner.  Dr.  Chambers  has  communicated 
another  and  more  untoward  example,  in  which  death  followed 
the  application  of  an  irritant  ointment  by  means  of  a  catheter  in 
a  case  of  imaginary  spermatorrhoea.1 

Dicenta  and  B.  Schulz  speak  in  high  terms  of  the  constant 
galvanic  current.  Schulz  directs  the  current  to  be  transmitted 
along  the  vertebral  column  for  one  or  two  minutes,  and  repeated 
three  or  four  times  a  week.  Twenty  or  thirty  Daniel's  elements, 
of  medium  size,  should  be  used ;  the  positive  pole  should  be  ap- 
plied to  about  the  fifth  dorsal  vertebra,  and  the  negative  to  the 
sacrum  or  perineum.2 

IX. — CONFERVOID    VEGETATIONS   IN   URINE. 

Minute  vegetations  are  apt  to  make  their  appearance  in  urine, 
and  to  cause  confusion  in  its  examination.  It  is  therefore  ne- 
cessary that  the  student  should  be  familiar  with  their  appear- 
ances, so  that  he  may  not  mistake  them  for  objects  of  more  im- 
portance. With  one  exception  (sarcinse)  they  are  not  present 
in  urine  when  voided,  and  their  existence  is  a  sign  and  accom- 
paniment of  those  changes  on  keeping,  which  eventually  lead  to 
putrefaction.  The  following  deserve  a  separate  notice,  namely, 
vibriones,  the  mould  fungus,  the  sugar  fungus,  and  sarcince. 

1.    Vibriones. — These  are  the  simplest  in  structure  and  the 
most   common.     They   consist   of  minute   linear 
particles  about   3^0  °f  an  mcn  l°ng>  incessantly  Fl^  29, 


*»  » 


moving,  which  swarm  in  infinite  myriads  in  urine  \^  j 
that  is  begining  to  putrefy  (Fig.  29).  Their  ap-  ^(/n/ 
pearance  is  certain  evidence  that  putrefactive  ^^yA^L. 
changes  have  set  in ;  the  urine  loses  its  transpa- 
rency and  deposits  a  cloudy  sediment;  its  odor 


Vibriones  in 
urine. 


1  Lancet,  1861,  p.  582.         2  Year  Book,  1863  ;  p.  300.     Keport  on  Surgery. 
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becomes  offensive,  and  its  reaction  soon  ammoniacal.  By  a  very 
high  magnifying  power  these  moving  filaments  are  resolved  into 
a  series  of  granular  particles  arranged  in  line. 

2.  Mould  fungus  or  Penieilium  glaucum. — Like  other  organic 
fluids,  urine  is  liable  to  mildew.  Dr.  Hassall  has  shown  that 
urine  may  mould  from  the  growth  of  two  distinct,  though 
closely  allied,  vegetations.  The  first  of  these  is  the  penieilium 
glaucum,  or  common  mould,  which  grows  in  vinegar  and  all 
albuminous  fluids ;  and  the  second  is  the  yeast  or  sugar  fungus, 
which  flourishes  in  diabetic  urine. 

The  mould  fungus  may  be  found  in  urine  in  the  three  phases 
of  its  development,  namely,  as  round  and  oval  cells  or  sporules  ; 

as  an  interlacement  of  fibres,  or  thallus  ; 
Fig.  30.  and  as  a  downy  pile  of  threads  growing 

into  the  air,  or  aerial  fructification.  This 
last  phase  is,  however,  not  seen  unless 
the  urine  has  been  kept  several  days. 

The  sporules  often  appear  in  urine  a 
few  hours  after  emission.  It  is  impor- 
tant to  be  familiar  with  their  microsco- 
pic appearance  to  avoid  confounding 
them  with  blood-disks.  The  marks  by 
which  they  are  distinguished  are :  the 
great  difference  of  size  among  the  in- 
dividual cells ;  the  presence  of  a  nucleus 
Mould  fungus.  in  the  larger  sporules;  their  tendency 

to  assume  an  elongated  or  oval  form; 
and  the  indications  of  budding  and  commencing  formation  of  a 
thallus. 

The  interlacing  fibres  of  the  thallus  are  produced  by  the  elon- 
gation and  gemmation  of  the  sporules,  and  are  composed  of 
tubular  cells  placed  end  to  end.  This  interlacement  forms  a 
fleecy  cloud  in  the  urine,  which  gradually  rises  to  the  surface 
and  forms  an  islet  or  patch  of  mould  from  which  spring  the  as- 
cending stems  of  the  aerial  fructification.  The  latter  consist  of 
hollow  filaments  rising  from  the  thallus,  which  divide  at  their 
extremities  into  two  or  three  branches ;  these  again  subdivide 
into  a  number  of  digitate  projections  so  as  to  form  an  irregular 
tuft  or  head  (Fig.  30).  The  digitate  projections  are  filled  with 
sporules,  and  eventually  burst,  giving  exit  to  the  sporules,  which 
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then  fall  into  the  urine  below,  and  collect  into  an  amorphous- 
looking  deposit  at  the  bottom  of  the  vessel. 

The  growth  of  this  vegetation  in  urine  has  been  admirably" 
described  by  Hassall  (Med.  Chir.  Trans,  vol.  xxxvi,  p.  32)  with 
the  conditions  which  favor  and  impede  its  development.  The 
urine  must  be  acid  ;  when  it  becomes  ammoniacal,  the  further 
growth  of  the  plant  is  arrested,  and  it  soon  perishes.  The  presence 
of  some  organic  matter  is  another  necessity;  but  as  the  urine  is 
never  absolutely  free  from  organic  matters  (albumen,  epithelial 
scales,  pus,  &c),  it  may  be  said  that  every  acid  urine  forms  a 
fitting  nidus  for  the  mould  fungus.  Albuminous  acid  urines  are 
those  in  which  the  plant  grows  most  luxuriantly. 

3.  Yeast  or  sugar  fungus  (Torula  cerevisise). — This  vegetation 
has  precisely  the  same  phases  of  development  as  the  mould  fun- 
gus ;  and  in  the  phases  of  sporule  and  thallus,  it  is  not  easy  to 
distinguish  the  one  from  the  other;  but  the  aerial  fructifications 
of  the  two  are  wholly  different.  The  yeast  fungus  (which  grows 
luxuriantly  in  diabetic  urine  exposed  to  the  air  at  a  moderate 
temperature),  instead  of  a  tuft  of  branches  has  a  spherical  head 
(Fig.  31).  When  the  plant  has  attained  its  full  fructification, 
the  floating  bed  of  thallus  appears  dusted  over  with  a  brown 
powder.  Under  the  microscope  the  brown  matter  is  found  to 
consist  of  the  spherical  heads  full  of  sporules.  These  when  ripe 
burst,  and  discharge  their  sporules, 

which  sink  to  the  bottom  of  the 
glass  and  form  a  white  settling 
like  so  much  flour. 

Dr.  Hassall  believes  that  the 
growth  of  the  sugar  fungus  in 
urine  is  a  certain  proof  of  the  ex- 
istence of  sugar.  Whether  it  be 
so  or  not,  is  scarcely  capable  of 
absolute  proof,  until  it  shall  have 
been  shown  that  the  natural  urine 
is  wholly  free  from  traces  of  sugar. 
The  yeast  fungus  may  grow  even 
to  full  fructification,  as  I  have  re- 
peatedly witnessed,  in  urine  in 
which  the  most  delicate  direct  testing  has  failed  to  detect  sugar. 

4.  Sarcince  (Fig.  32). — Since  Heller  and  Mackay,  in  1848,  first 


Fig.  31. 


Sugar  fungus. 
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discovered  sarcinse  in  urine,  they  have  been  observed  by  John- 
son, Beale,  Welcker,  Munk,  and  Begbie.  The  seat  of  production 
of  this  vegetation  is  probably  the  bladder ;  and  it  is  discharged 
with  the  urine,  sometimes  in  great  quantities,  and  forms  a  gray- 
ish-white amorphous-looking  deposit.  It  consists  of  the  same 
elements  as  the  sarcina  ventriculi  (of  Good- 
Flg-  32-3  sir),  and  is  usually  regarded  as  the  same 

^  species.     Both   the   cubical   masses   and 

®  their  component  particles  are,  however, 

smaller  than  those  of  the  gastric  sarcina, 
and  Rossman  and  Welcker1  consider  these 
•        differences  sufficient  to  establish  a  specific 
9  distinction.       It    seems    more    probable, 

however,  that  the  differences  in  the  habi- 
%        s  tat  and  conditions  of  growth  are  sufficient 

«■  °  to  account  for  the  diversity  of  size.     Dr. 

Sarcina}  in  urine.  P.  Munk2  has  shown  that  one  of  the  points 

relied  on  by  Welcker,  namely,  the  absence 
(in  urinary  sarcina)  of  cubes  containing  more  than  64  particles, 
is  not  constant.  Munk  found  cubes  of  512  particles.  In  some 
vomited  matter  sent  to  me  for  examination  by  Dr.  Scowcroffc,  of 
Southport,  I  detected  small-sized  sarcinse  mixed  with  those  of 
ordinary  dimensions. 

This  curious  vegetation  is  generally  associated  with  some  dis- 
order of  the  urinary  organs  (renal  pains,  painful  micturition, 
vesical  catarrh,  &cT).  It  grows,  or  at  least  exists,  both  in  acid 
and  ammoniacal  urine.  In  Munk's  case  the  fungus  grew  in  great 
quantities  during  the  summer  months,  and  disappeared  almost 
wholly  in  the  winter  months;  and  this  was  the  more  remarkable 
as  the  patient  (who  was  paraplegic)  kept  his  bed  continuously 
from  year  to  year.  Dr.  Begbie's  patient  suffered  from  lumbar 
pains  and  frequent  micturition,  together  with  hypochondriacal 
and  dyspeptic  symptoms.4 

No  treatment  yet  tried  has  had  any  appreciable  effect  in 
checking  the  growth  of  sarcinse  in  urine. 

1  Ueber  Sarcina  im  Urine  des  Menschen.  Henle  und  Pfeuf.  Zeitsch.  3tte.  K. 
Bd.  V,  199. 

2  Ueber  Harnsarcine — Arcbiv.  f.  Patb.  Anat.  1861,  p.  570. 

3  After  Welcker,  Henle  und  Pfeufer's  Zeitsch.  Bd.  V,  taf.  x. 

4  Edin.  Med.  Journ.  1856-7. 
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Albumen  is  not  found  in  any  proportion  in  healthy  urine ; 
but  it  is  the  most  common  and  the  most  important  of  the  ab- 
normal ingredients  found  in  disease.  Its  presence  in  the  urine 
is  due  to  so  many  causes  that  the  fact  itself  yields  little  direct 
information ;  but  when  correctly  interpreted,  it  furnishes  a  key 
to  several  grave  pathological  states  which  would  otherwise  remain 
in  great  obscurity. 

Tests  for  albumen. — The  tests  for  albumen  are  coagulation  by 
heat  or  nitric  acid ;  in  doubtful  cases  the  two  should  be  used 
together. 

Heat. — If  the  urine  has  its  usual  acid  reaction,  it  becomes 
turbid  on  boiling  when  it  contains  albumen ;  and  this  turbidity 
persists  after  the  addition  of  an  acid.  The  best  way  of  operating 
is  to  fill  a  test-tube  to  the  depth  of  about  an  inch  with  the  sus- 
pected urine,  and  to  apply  the  flame  of  the  spirit-lamp  to  the 
upper  stratum  of  fluid  until  it  boils.  The  lower  part  preserves 
its  original  transparency,  and  thus  serves,  by  contrast,  to  indicate 
more  clearly  any  change  that  has  taken  place  in  the  heated  por- 
tion. "WTien  the  urine  is  cloudy  from  amorphous  urates,  heat 
alone  is  a  complete,  and  the  best,  test  for  albumen.  The  pre- 
cipitation of  the  urates  is  sufficient  evidence  of  an  acid  reaction : 
when  the  urine  is  warmed  the  urates  are  speedily  dissolved  and 
the  urine  becomes  transparent,  but  as  the  temperature  approaches 
the  boiling  point  it  becomes  again  turbid  if  it  contain  albumen. 

Highly  albuminous  urines  begin  to  coagulate  at  a  much  lower 
temperature  than  feebly  albuminous  ones,  and  when  the  quan- 
tity of  albumen  is  only  a  trace,  turbidity  does  not  occur  until 
the  urine  has  begun  to  boil. 

There  are  two  points  to  be  remembered  in  using  heat  alone 
as  a  test  for  albumen.  First,  that  albumen  is  not  coagulated 
by  heat  when  the  urine  is  alkaline ;  in  such  cases,  therefore,  it 
is  necessary,  before  boiling,  to  restore  the  acidity  by  a  few  drops 
of  acetic  acid.  Secondly,  when  the  urine  is  neutral,  or  very 
feebly  acid,  it  may  become  turbid  on  heating  from  precipitation 
of  the  earthy  phosphates ;  but  turbidity  from  this  cause  is  easily 
distinguished  from  albumen  by  a  drop  of  acetic  or  nitric  acid, 
which  instantly  causes  the  phosphates  to  disappear. 
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Nitric  acid. — Nitric  acid  is  an  extremely  delicate  test  for  albu- 
men. The  best  manner  of  applying  it  is  to  fill  a  test-tube  to  the 
depth  of  about  an  inch ;  then,  inclining  the  tube,  to  pour  in 
strong  nitric  acid  in  such  a  manner  that  it  may  trickle  down 
along  the  sides  of  the  tube  to  the  bottom,  and  form  a  stratum 
some  quarter  of  an  inch  thick  below  the  urine.  Added  in  this 
manner  there  is  scarcely  any  mingling  of  the  two  fluids,  and  if 
albumen  be  present,  three  strata  or  layers  will  be  observed:  one, 
perfectly  colorless,  of  nitric  acid  at  the  bottom ;  immediately 
above  this  an  opalescent  zone  of  coagulated  albumen,  and  atop 
the  unaltered  urine.  If  there  be  only  a  trace  of  albumen,  two 
or  three  minutes  elapse  before  the  opalescent  zone  becomes 
visible. 

There  is  no  method  equal  to  this  for  detecting  minute  quan- 
tities of  albumen.  The  reaction  of  the  urine  does  not  interfere 
with  its  operation.  Only  one  caution  is  necessary.  In  concen- 
trated urines,  and  especially  febrile  urines,  the  addition  of  the 
acid  is  apt  to  precipitate  the  amorphous  urates,  and  thus  to  occa- 
sion a  turbidity  which  might  be  mistaken  for  albumen.  The 
two  conditions  are  however  easily  distinguished  by  observing 
the  level  at  which  the  cloudiness  begins,  and  the  direction  in 
which  it  spreads.  Albumen  begins  to  coagulate  immediately 
above  the  stratum  of  acid,  and  the  turbidity  spreads  upwards; 
but  "the  urates  first  appear  at  or  near  the  surface  of  the  urine, 
and  the  opacity  spreads  downwards.  Heat  alsp  readily  resolves 
the  doubt ;  for  the  urates  speedily  disappear  when  the  urine  is 
warmed,  but  turbidity  from  albumen  is  not  afi'ected  by  heat. 

The  urine  of  patients  who  are  taking  cubebs  and  copaiba  is 
commonly  somewhat  opalescent,  and  nitric  acid,  in  the  cold, 
sometimes  (not  always)  increases  the  opalescence.  The  sense 
of  smell  immediately  directs  attention  to  the  presence  of  these 
drugs,  and  heat  diminishes  the  opalescence  and  prevents  any 
turbidity  with  nitric  acid. 

In  urines  which  are  over  rich  in  urea,  nitric  acid,  in  the  cold, 
causes  a  slow  precipitation  of  a  crystalline  mass  of  nitrate  of 
urea,  which  however  is  so  different  in  appearance  from  coagu- 
lated albumen  that  it  can  scarcely  be  mistaken  for  it. 

It  is  further  to  be  remarked,  that  if  the  manner  above  descri- 
bed of  testing  for  albumen  with  nitric  acid  be  not  followed,  two 
notable  fallacies  maybe  encountered.     On  the  one  hand  (as  was 
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pointed  out  by  Bence  Jones),  if  the  urine  be  acidified  with  a 
small  quantity,  a  drop  or  so,  of  nitric  acid,  the  albumen  may  not 
be  coagulated  at  all;  and  on  the  other  hand,  if  a  large  quantity 
of  acid  (an  equal  yolume)  be  suddenly  added  to,  and  mixed  with 
the  urine,  the  mixture  remains  perfectly  clear,  even  though  it 
may  be  highly  albuminous.  I  have  known  the  latter  fallacy  oc- 
casion concealment  of  albumen  in  the  urine,  in  a  case  of  Bright's 
disease,  for  many  months. 

In  practice,  the  best  method  of  proceeding  is  as  follows : 
when  the  urine  is  cloudy  from  urates,  use  heat  alone ;  when  the 
urine  is  clear  (or  in  any  case  if  alkaline)  add  nitric  acid  in  the 
way  above  described ;  if  "no  turbidity  appear  above  the  layer  of 
acid,  the  urine  may  be  with  certainty  pronounced  free  from  al- 
bumen; if  a  turbid  zone  is  produced,  apply  heat  thereto;  if  it 
be  not  dissipated,  albumen  is  certainly  present. 

Several  other  substances  (bichloride  of  mercury,  sulphate  of 
copper,  alum,  ferrocyanide  of  potassium,  creasote,  carbolic  acid 
and  alcohol)  coagulate  albumen;  but  they  are  unsuitable  for 
urine-testing,  because  those  of  them  which  are  miscible  with  it, 
precipitate  also  some  of  the  natural  constituents  of  the  urine. 

The  quantitative  estimation  of  albumen  in  urine  is  a  matter  of 
considerable  practical  importance,  and  it  is  to  be  regretted  that 
no  exact  and  easy  method  of  attaining  this  object  has  been 
devised. 

For  precise  determinations  the  plan  usually  followed  is  to 
bring  a  measured  quantity  of  urine  to  a  slightly  acid  condition ; 
boil;  throw  on  a  weighed  filter ;  wash;  dry  at  212°;  and  weigh. 
This  proceeding  demands  a  good  deal  of  time.  The  filtering  is 
sometimes  impossible ;  and  the  results  obtained  are  only  moder- 
ately accurate  with  every  care. 

For  a  rough  and  ready,  but  very  useful,  method,  there  is  none 
superior  to  boiling  the  urine  in  a  test-tube  with  a  drop  or  two 
of  acetic  acid.  The  albumen  coagulates  in  flakes,  and  presently 
sinks  to  the  bottom,  forming  a  layer  of  various  thickness.  The 
proportion  of  albumen  is  judged  of  by  the  depth  of  this  layer 
as  compared  to  the  height  of  the  column  of  urine  in  the  tube. 
This  proportion  may  be  expressed  in  numbers,  as  %,  ^,  T*5  and  so 
forth.  If  the  quantity  of  albumen  be  too  small  to  form  a  layer 
of  appreciable  depth,  the  proportion  is  expressed  more  loosely, 
as  a  "  cloudiness  "  or  an  "  opalescence."     The  varying  density 
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of  albuminous  urines,  and  the  varying  size  of  the  flakes  into 
which  albumen  coagulates,  affect  the  rapidity  and  completeness 
of  the  subsidence,  and  therefore  the  depth  of  the  coagulated 
layer,  so  that  only  approximate  results  can  be  expected  from 
this  method. 

Becquerel  ingeniously  turned  to  account  the  property  of  al- 
bumen to  deviate  the  plane  of  polarization  to  the  left :  and  con- 
structed an  instrument  on  a  similar  plan  to  the  optical  sacchar- 
ometer,  by  which  the  deviation  could  be  measured,  and  the  per- 
centage of  albumen  calculated  therefrom.  It  would  appear, 
however,  that  this  instrument,  on  Becquerel's  own  showing,  is 
only  capable  of  very  limited  clinical  application.  When  the 
quantity  of  albumen  is  considerable  it  gives  very  exact  indica- 
tions; but  the  deviation  is  too  slight  for  exact  estimation  in  mod- 
erately and  feebly  albuminous  urines ;  it  is  therefore  useless  for 
the  bulk  of  albuminous  urines.1 

Boedecker  has  recently  proposed  a  volumetrical  method, 
founded  on  the  property  of  ferrocyanide  of  potassium  to  form 
an  insoluble  compound  of  fixed  composition  with  albumen. 
Vogel  states  that  he  has  found  this  method  inaccurate.2 

Modified  albumen  in  urine. — Dr.  Bence  Jones  has  described  a 
modification  of  albumen,  which  he  designated  hydrated  deutox- 
ide  of  albumen.  He  found  it  in  the  urine  of  a  patient  suffering 
from  mollities  ossium.  The  urine  did  not  give  a  precipitate 
with  nitric  acid  alone,  nor  by  boiling,  nor  by  adding  nitric  acid 
to  the  boiling  urine.  But  if  the  urine  was  boiled,  and  then  al- 
lowed to  cool,  a  precipitate  fell ;  and  this  was  immediately  re- 
dissolved  by  heat.  The  same  substance  has  been  found  in  the 
buffy  coat  of  inflamed  blood,  and  it  may  also  be  met  with  in  the 
albuminous  fluid  of  pus  (Bence  Jones,  Animal  Chem.  p.  109). 

Clinical  significance  of  albumen  in  the  urine. — In  considering  this 
subject  all  those  cases  are,  of  course,  excluded  in  which  the  oc- 
currence of  albumen  is  only  incidental  to  the  presence  of  some 
other  fluid  in  the  urine,  such  as  blood,  pus,  or  spermatic  fluid. 

The  excessive  use  of  a  diet  composed  exclusively  or  chiefly  of 
albuminous  matters,  such  as  eggs,  has  been  shown  byBarreswil, 
Brown-Sequard,  and  others,  to  cause  the  urine  to  become  slightly 
albuminous.     Bernard  found  that  irritation  of  the  renal  nerves 

1  See  a  clinical  lecture  by  Becquerel — Clinique  Europe"enne,  1859,  p.  54. 

2  Boedecker's  method  is  described  in  Henle  and  Pfeufer's  Zeitscb.  1859,  p.  321. 
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and  of  a  certain  spot  in  the  floor  of  the  fourth  ventricle  (higher 
up  than  the  diabetic  puncture)  caused  albumen  to  appear  in  the 
urine  of  animals.  The  same  occurred  when  albumen  of  eggs 
was  injected  into  the  veins,  and  even  when  a  large  quantity  of 
pure  water  was  so  injected.  (Magendie  Kierulf.)  Interference 
with  the  circulation  of  the  blood  in  the  kidneys  produces  albu- 
minuria. (See  Congestion  of  the  Kidneys.)  Vogel  found  that 
inhalation  of  arseniuretted  hydrogen  and  carbonic  acid  caused 
the  urine  to  be  abundantly  albuminous.1 

Slight  and  temporary  albuminuria  appears  to  occur,  in  highly 
exceptional  cases,  from  very  slight  disorders.  Beneke,  when 
suffering  from  dyspepsia,  noticed  albumen  in  his  own  urine  four 
times  in  as  many  weeks.  Similar  observations  have  been  made 
by  others.  (Parkes.) 

Setting  aside  these  unimportant  exceptions,  albuminuria  must 
always  be  looked  on  as  a  grave  symptom  of  disease;  and  when 
discovered,  it  becomes  an  anxious  question  to  the  practitioner: 
What  signification  has  it? 

The  pathological  states  in  which  albumen  appears  constantly 
or  occasionally  in  the  urine  may  be  arranged  into  the  following 
groups : 

1.  Acute  and  chronic  Bright's  disease  of  the  kidneys. 

2.  Pregnancy  and  the  puerperal  state. 

3.  Febrile  and  inflammatory  diseases  (zymotic  diseases,  such 

as  scarlet  fever,  measles,  small-pox,  typhoid,  cholera, 
yellow  fever,  ague,  diphtheria,  &c. ;  inflammatory  dis- 
eases, such  as  pneumonia,  peritonitis,  traumatic  fever, 
articular  rheumatism,  &c.) 

4.  Impediments  to  the  circulation  of  the  blood  (emphysema, 

heart  disease,  abdominal  tumors,  cirrhosis,  &c.) 

5.  An  hydrseniic  and  dissolved  state  of  the  blood  and  atony 

of  the  tissues  (purpura,  scurvy,  pyaemia,  hospital  gan- 
grene). 

6.  Saturnine  intoxication. 

1  Krankh.  d.  Harnbereitenden  Organe,  p.  518.  It  has  also  been  asserted  that 
the  urine  becomes  albuminous  in  mercurial  salivation.  This  assertion  was  long 
since  shown  to  be  erroneous  by  Kayer.  More  recently  Dr.  Francis,  under  the 
supervision  of  Dr.  O.  Kees,  examined  the  urine  of  fifteen  salivated  individuals 
without  finding  a  trace  of  albumen.  (On  "Diseases  of  the  Kidneys,"  by  G-.  0. 
Kees,  p.  28.     London,  1850.) 
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Ill  the  first  group  albuminuria  is  dependent  on  structural 
changes  in  the  kidneys.  (See  Bright's  Disease.) 

In  the  second  group  albuminuria  is  sometimes  associated 
with  structural  changes,  and  sometimes  not.  (See  Connection 
of  Bright's  Disease  and  Pregnancy). 

In  all  febrile  and  inflammatory  complaints  a  trace  of  albumen 
is  occasionally  found  in  the  urine;  it  usually  amounts  to  no  more 
than  a  trace,  and  disappears  on  defervescence;  sometimes  in 
pneumonia  it  is  not  inconsiderable.  As  intercurrent  febrile  at- 
tacks are  common  in  the  course  of  most  chronic  complaints, 
temporary  albuminuria  has  been  noted  in  a  great  multitude  of 
different  diseases.  This  remark  applies  especially  to  chronic 
tuberculosis,  cancer,  caries,  and  necrosis;  and  albuminuria  un- 
der such  a  coudition  is  to  be  carefully  distinguished  from  the 
cases  in  which  genuine  Bright's  disease  coexists  with  those  com- 
plaints. In  a  zymotic  disease  there  is  a  double  pathological 
state,  namely,  pyrexia  and  the  operation  of  a  specific  poison; 
and  albumen  may  appear  in  the  urine  either  as  an  incident  of 
the  febrile  state,  when  it  is  comparatively  unimportant,  or  as  an 
indication  of  serious  structural  changes  in  the  kidneys,  which 
constitute  a  grave  sequela  of  the  disease. 

Albuminuria  connected  with  impediments  to  the  circulation 
of  the  blood  is  considered  under  Congestion  of  the  Kidney. 

In  a  dissolved  or  putrid  state  of  the  blood  albumen  appears  in 
the  urine  without  being  connected  with  organic  changes  iD  the 
kidney ;  it  is  associated  with  the  escape  of  the  coloring  matter 
of  the  blood.     (See  ILematinuria.) 

The  occurrence  of  albumen  in  the  urine  of  persons  poisoned 
with  lead,  although  repeatedly  observed,  was  not  regarded  as 
anything  more  than  a  coincidence  until  Ollivier  demonstrated, 
by  experiments  on  animals  and  clinical  observations,  the  exist- 
ence of  a  causal  connection  between  them.  Ollivier1  found  that 
dogs,  rabbits,  and  guinea  pigs,  when  poisoned  with  repeated 
doses  of  carbonate  of  lead,  invariably  passed  an  albuminous 
urine,  and  that  their  kidneys  exhibited  signs  of  incipient  organic 
disease.  He  also  collected  15  examples  of  albuminuria  in  per- 
sons poisoned  with  lead.  Seven  of  these  had  temporary  albu- 
minuria; in  three,  the  albuminuria  persisted  during  the  con- 

i  Archives  Ge"n6rales,  1863,  II,  pp.  530  and  709. 
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tinuance  of  the  saturnine  symptoms;  and  in  four,  genuine 
Bright's  disease  had  been  produced.  In  addition  to  these  obser- 
vations, he  examined  the  urine  of  37  persons  affected  with 
diverse  manifestations  of  lead  poisoning  in  the  Hopital  de  la 
Charite :  of  these,  9  had  albuminous  urine.  These  observations 
have  been  confirmed  by  Lancereaux1  and  Danjoy.2  Ollivier 
found  that  both  the  urine  and  the  kidneys  in  these  cases  con- 
tained traces  of  lead.  He  inferred  that  the  existence  of  lead  in 
the  kidneys  induced  an  organic  lesion  of  these  organs,  and  that 
the  albuminuria  was  the  consequence  of  that  lesion. 

When  albumen  is  found  in  urine,  the  important  point  to  de- 
cide is,  whether  it  indicates  the  existence  of  organic  disease  of 
the  kidneys  or  not.  This  question,  in  any  individual  case,  must 
be  considered  chiefly  in  connection  with  the  three  following 
points  jointly,  namely  : 

1.  The  temporary  or  persistent  duration  of  the  albuminuria. 

2.  The  quantity  of  the  albumen ;  and  the  occurrence  and 

character  of  a  deposit  of  renal  derivatives. 

3.  The  presence  or  absence  of  any  disease  outside  the  kid- 

neys which  will  account  for  the  albuminuria. 

1.  Dr.  Parkes3  has  collected  some  instructive  facts  on  the  im- 
portance of  distinguishing  between  temporary  and  permanent 
albuminuria.  He  gives  a  tabular  statement  of  the  adult  cases 
treated  by  him  in  University  College  Hospital,  in  which  the 
urine  was  examined  carefully  and  daily  for  a  sufficient  length  of 
time,  to  enable  it  to  be  said  with  perfect  certainty  that  albumen 
was  or  was  not  present  during  the  whole  course  of  the  disease, 
or  during  any  part  of  it.  Cases  of  cystitis  and  vaginitis  were 
not  included.  By  the  term  "  temporary  albuminuria,"  Dr. 
Parkes  implied  cases  in  which  albuminuria,  after  lasting  some 
days  or  even  weeks,  disappeared  entirely  for  some  time  before 
the  patient  left  the  hospital;  and  by  "permanent  albuminuria," 
cases  in  which  the  albumen  did  not  disappear  during  the  time 
the  patient  was  under  observation — this  time  being  generally 
very  long,  and  always  many  days.  The  cases  were  of  the  mis- 
cellaneous character  usually  admitted  into  a  London  hospital. 

1  Union  Medicale,  1863,  and  Bulletins  de  la  Soci^te"  medicale  d'Eniulation — 
nouvelle  serie,  t.  1,  p.  182,  1864. 

2  Archives  Generates,  1864,  I,  p.  402. 

3  On  the  Composition  of  the  Urine,  p.  186. 
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Cases   of   cholera  and  pregnancy  were  excluded.      The  total 

number  of  cases  tabulated  was  303 :  170  men  and  133  women. 

The  results  are  given  separately  for  the  two  sexes  by  Dr.  Parkes ; 

but  as  no  difference  of  any  moment  to  the  inquiry  was  found 

between  the  sexes,  I  have  taken  the  liberty  of  throwing  the 

numbers  together,  for  the  sake  of  simplicity,  in  the  following 

tables  : 

TABLE  I. 


Total  number  of 

cases. 

Urine  not  albumin- 
ous at  any  time. 

Urine  temporarily 
albuminous. 

Urine  permanently 
albuminous. 

303 

227 

37 

39 

Eeduced  to  percentages :  in  75  the  urine  was  never  albu- 
minous; in  12  temporarily  albuminous;  and  in  13  permanently 
albuminous. 

The  37  cases  of  temporary  albuminuria  occurred  in  the  fol- 
lowing diseases : 

TABLE  II. 


Disease. 


Paraplegia  (spinal), 

Hemiplegia  (cerebral), 

Chronic  phthisis, 

Pleurisy  (acute), 

Bronchitis  (acute,  simple)-,  .  .  . 
Bronchitis  (acute  in  emphysematous 

lungs), 

Bronchitis  (in  tuberculous  lungs),  . 
Pneumonia  (acute,  lobar),  .  .  . 
Heart  disease  (organic),  ..'.". 
Morbus  Brightii  (acute),    .     .     .     . 

Acute  rheumatism, 

Subacute  rheumatism, 

Purpura  hemorrhagica,     .     .     .     . 

Typhoid  fever, 

Typhus, 

Variola, 

Scarlatina, 

Erysipelas  (leg), 

Total, 


Total  number 
of  cases. 


Temporary 
albuminuria. 


2 

4 

28 

17 


9 
1 

10 

17 
3 

19 
8 
1 

19 
2 
5 
2 
1 


154 


37 


No 
albuminuria. 


1 

2 

27 

16 

5 


4 
15 

15 

7 

14 
1 
3 


117 


The  quantity  of  albumen  was  "large"  in  the  cases  of  pneu- 
monia and  acute  Bright's  disease;  was  in  "some  quantity"  in 
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the  cases  of  typhoid,  variola,  and  scarlatina,  and  "very  small" 
in  most  of  the  remainder. 

The  diseases  in  which  permanent  albuminuria  was  found- 
are  detailed  in  Table  III,  on  this  page.  According  to  this 
table,  in  32  out  of  39  cases  of  permanent  albuminuria,  disease 
of  the  kidney  was  either  proved  to  exist,  or  rendered  highly 
probable  by  other  symptoms ;  and  as  3  other  cases  are  excluded 
because  there  was  no  decided  information  as  to  the  state  of  the 
kidneys,  permanent  albuminuria  indicated  renal  disease  in  32 
cases  out  of  36 ;  and  if  heart  diseases  are  excluded,  it  indicated 
renal  disease  invariably. 

TABLE  III. 


Disease. 

Number 
of  cases. 

Remarks. 

Morbus  Brightii  (all  forms),  .     .     . 
Encephaloid  disease  of  kidney,    . 
Cystic  disease  of  kidney,    .... 
Leucocythemia,  with  presumed  lar-  "1 

Chronic   phthisis  and   kidney  dis-  ) 
Pleurisy,    with    probable    kidney  "1 

Heart    disease   (hypertrophy,    and  "l 

Hemiplegia,  from  cerebral  softening, 
Pancreatic  disease,  causing  icterus, 

Purpura  hemorrhagica,       .... 
Total, 

25 

1 
1 

1 
1 

1 

4 

1 
1 

1 

2 

39 

C  Casts  and  kidney  structures 
<      in   the   sediment   of  the 
(      urine. 

C  Kidneys   healthy  in  three 
1      cases  of  post  mortem  ex- 
(      amination. 

Blood  corpuscles. 

Amount  of  albumen  very 
small. 
f  Case    not    fatal;     nothing 
■j      definite  known  about  kid- 
(      neys. 

f  Blood  casts  and  establish- 
ment    of     decided     M. 
1      Brightii    consecutive    to 
[     the  fever. 

2.  The  greater  the  quantity  of  albumen,  the  more  likely  is 
the  existence  of  renal  disease;  and  a  "large"  quantity  of  albu- 
men (|  and  upwards)  is  rarely  found  except  in  undoubted  acute 
or  chronic  Bright's  disease.  It  is  necessary,  however,  in  con- 
sidering the  amount  of  albumen,  not  only  to  have  regard  to  the 
proportion  in  a  particular  specimen  examined,  but  also  to  the 
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total  quantity  in  the  twenty-four  hours.  This  may  be  surmised 
by  the  density  of  the  urine — low  density  indicating  that  the 
quantity  of  urine  passed  in  twenty-four  hours  is  large,  and  high 
density  the  contrary — but  judged  more  accurately  by  ascertaining 
what  is  the  actual  flow  of  urine  in  twenty-four  hours.  A  urine 
may  be  only  slightly  albuminous,  but  if  it  be  of  low  density 
(under  1012)  and  the  daily  quantity  between  three  and  four  pints, 
the  total  loss  of  albumen  will  be  very  considerable,  and  the 
existence  of  renal  disease  strongly  indicated.  Indeed,  of  all 
urines  there  are  none  more  surely  indicative  of  Bright's  disease 
than  a  pale,  dilute,  abundant  urine,  which  is,  at  the  same  time, 
more  or  less  albuminous.  On  the  other  hand,  as  a  rule  with 
very  few  exceptions,  when  the  urine  is  only  slightly  albuminous, 
and  at  the  same  time  dense  and  high-colored,  Bright's  disease 
is  not  present,  and  the  albuminuria  is  owing  either  to  pyrexia  or 
to  some  impediment  to  the  circulation  of  the  blood. 

The  kinds  of  deposit  which  indicate  most  strongly  the  existence 
of  organic  renal  disease  are,  (a)  very  abundant  ones,  containing 
casts  and  much  renal  epithelium ;  (6)  those  containing  numerous 
casts  and  cells  in  a  state  of  fatty  degeneration.  The  least  indi- 
cative of  primary  renal  disease  of  serious  import,  are,  blood  casts, 
and  very  transparent  casts  in  scanty  numbers. 

3.  When  the  urine  is  found  albuminous,  and  there  exists 
neither  pyrexia  nor  thoracic  disease,  or  other  recognizable  con- 
dition which  can  account  for  the  albumen,  the  inference  is  almost 
irresistible  that  there  exists  a  primary  organic  disease  of  the 
kidneys. 

XI. — SUGAR   IN    URINE. 

In  1862  Schunck1  announced  that,  when  healthy  urine  was 
subjected  to  boiling  with  acids,  it  gradually  deposited  a  resinous 
substance,  and  acquired  the  power  of  reducing  the  oxide  of  cop- 
per— in  other  words  that  the  presence  of  a  substance  having  the 
properties  of  glucose  became  apparent  in  it.  This  important 
observation  probably  explains  the  discrepant  conclusions  of  those 
who  have  sought  for  sugar  as  a  normal  constituent  of  healthy 
urine.     Briicke2  and  Bence  Jones  were  always  able  to  obtain 

1  Philosophical  Magazine,  March,  1862. 

2  Iwanoffhas  pointed  out  some  fallacies  in  Briicke's  process.  He  considers 
that  the  greater  part  of  the  sugar  obtained  by  Briicke  did  not  pre-exist  in  the 


QUALITATIVE    TESTING.  137 

sugar  from  healthy  urine  in  not  inconsiderable  quantities.  Bence 
Jones1  obtained  as  much  as  0.8  to  1.7 grain  per  pint.  If  natural, 
urine  contain  a  substance,  capable  of  yielding  sugar  by  a  simple 
decomposition,  it  is  quite  possible  that  the  sugar  found  by  these 
observers  was,  either  partly  or  wholly,  an  educt  of  the  analysis, 
and  not  a  pre-existing  constituent  of  the  urine.  This  much  is 
certain,  that  healthy  urines,  and  the  vast  majority  of  morbid 
urines,  do  not  contain  sugar  in  quantity  capable  of  being  detected 
by  the  most  delicate  direct  testing.  At  the  same  time  it  is  not 
improbable  that  minute  traces  of  sugar,  as  of  nearly  every  other 
substance  dissolved  in  the  blood,  may  exist  in  the  urine.  These 
traces,  however,  granting  them  to  exist,  have  no  clinical  signifi- 
cance whatsoever.  When  sugar  is  present  in  quantity  sufficient 
to  interest  the  medical  practitioner,  it  is  detectable  with  certainty 
by  direct  testing ;  and  conversely  when  direct  testing  reveals  the 
presence  of  sugar  it  is  invariably  a  grave  pathological  sign,  and 
not  a  matter  of  mere  physiological  curiosity.  In  the  following 
observations  I  have  solely  in  view  sugar  in  these  sensible  pro- 
portions. 

Tests  for  Sugar  in  Urine.  {Qualitative  testing.) — Frequent  mis- 
takes are  committed  in  regard  to  the  presence  or  absence  of  sugar 
in  urine,  not  only  by  physicians  and  surgeons,  but  even  by  pro- 
fessed chemists.  More  than  once,  specimens  have  been  brought 
to  me  with  the  statement  that  an  analytic  chemist  had  found  a 
small  quantity  of  sugar,  but  in  which  no  sugar  really  existed — 
certain  fallacious  appearances,  to  which  I  shall  presently  refer, 
having  been  mistaken  for  genuine  evidence.  Without  proper 
precautions,  sugar-testing,  like  all  other  testing,  is  open  to  falla- 
cies ;  but  with  moderate  care  and  observance  of  a  few  fixed  rules, 
the  detection  of  sugar  is  a  matter  of  the  most  perfect  certainty 
and  of  exquisite  delicacy.  Before  proceeding  to  describe  the 
best  means  for  this  purpose,  I  will  say  a  word  about  those  tests 
which  are  in  common  use,  but  which  are  either  unreliable  or 

urine,  but  was  derived  from  some  other  constituent  (indican)  by  the  reagents 
employed.  Iwanoff  concludes  that  minute  traces  of  sugar  do  exist  frequently, 
but  by  no  means  constantly,  in  healthy  urine.  (Meissner's  Bericht  in  Henle 
and  Pfeufer's  Zeitsch.  for  1861,  p.  323.)  In  Bence  Jones's  process  sulphuretted 
hydrogen  was  employed  instead  of  oxalic  acid  ;  but,  even  with  this  modification 
the  urine  would  be  rendered  acid,  and  there  would  be  great  probability  of  sugar 
being  produced  from  indican  during  the  long  process  of  evaporation  of  the  large 
quantities  (1000  c.  c.)  of  urine  used. 

1  Journal  of  the  Chemical  Society,  1862,  p.  22. 
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insufficiently  delicate — namely,  the  growth  of  torulse,  Moore's 
'test,  and  the  fermentation  test. 

1.  The  growth  of  torulce. — Dr.  Hassall  has  advanced  the  opinion 
that  the  yeast  plant  only  grows  in  saccharine  urine,  and  that 
consequently  the  appearance  of  this  fungus  is  positive  proof  of 
the  presence  of  sugar.  But  as  already  stated,  the  yeast  plant 
may  be  found  growing  to  its  full  development  in  urines  (practi- 
cally) perfectly  free  from  sugar.  Moreover,  it  is  not  easy  to  dis- 
criminate the  sporules  and  filaments  of  the  yeast  plant  from 
those  of  the  common  mould  (penicilium  glaucum),  and  as  both 
plants  are  far  more  frequently  met  with  in  an  immature  con- 
dition than  in  the  state  of  fructification,  the  practical  value  of 
this  mode  of  detecting  sugar  is  reduced  to  insignificance. 

2.  Boiling  with  liquor  potassce  (Moore's  test). — When  urine  con- 
taining sugar  is  boiled  with  an  equal  bulk  of  liquor  potassse,  the 
mixture  darkens,  and  eventually  assumes  a  brandy-brown  color. 
From  its  easy  application,  this  test,  as  a  preliminary  step,  and 
for  negative  evidence,  is  of  great  convenience.  It  has,  however, 
two  faults — (a)  it  is  wanting  in  delicacy,  and  (b)  it  is  liable  to  a 
notable  fallacy.  Moore's  test  does  not  answer  clearly  until  the. 
proportion  of  sugar  rises  to  about  0.3  per  cent,  or  one  grain  and 
a  half  to  the  ounce.  By-and-by  we  shall  come  to  a  test  twelve 
times  more  delicate  than  this. 

Again,  all  high-colored  urines  of  high  density  become  darker 
when  boiled  with  liquor  potassse,  although  free  from  sugar;  and 
albuminous  urines,  even  when  not  high-colored,  darken  sensibly 
under  the  same  treatment.  This  occurs  with  perfectly  fresh 
liquor  potassse  ;  but  if  the  test  have  been  kept  in  ordinary  white 
glass  bottles,  it  very  speedily  becomes  impregnated  with  lead, 
which  it  attracts  from  the  glass,  and  this  offers  an  additional 
source  of  error.  The  liquor  potassae  kept  in  the  wards  of  the 
Royal  Infirmary,  was  found  largely  impregnated  with  lead, 
although  it  had  not  been  in  use  more  than  about  six  weeks. 
Liquor  potassae  thus  vitiated,  when  boiled  with  certain  urines, 
turns  them  of  a  dark  porter-brown  color.  This  is  something 
quite  different  from  the  slight  deepening  of  the  tint  which  has 
been  just  alluded  to,  and  it  only  occurs  in  albuminous  urines, 
and  not  even  in  all  of  these.  In  acute  Bright's  disease,  espe- 
cially when  there  was  blood  in  the  urine,  or  when  the  albumen 
was  abundant  and  associated  with  free  discharge  of  renal  epi- 
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thelium,  the  change  of  color  was  most  intense ;  and  in  one  such 
case  the  existence  of  sugar  had  been  inferred  therefrom,  and 
announced  to  the  patient  and  his  friends,  by  the  medical  atten- 
dant. Where  the  proportion  of  albumen  was  small,  and  renal 
desquamation  slight,  the  lead-tainted  liquor  potassse  did  not 
produce  so  marked  an  effect.  In  such  urines  a  slight  darken- 
ing of  color  only  ensued,  much  to  the  same  degree  as  occurred 
with  fresh  liquor  potassse.  It  was  never  found  that  liquor  potas- 
sse  containing  lead  produced  a  dark  brown  coloration  with  non- 
albuminous  urines,  provided,  of  course,  that  they  were  sugar- 
free.  The  usual  slight  deepening  of  the  tint  took  X->laee,  but 
not  anything  conspicuously  greater  than  with  fresh  and  pure 
liquor  potassse. 

3.  The  fermentation  test. — When  saccharine  urine  is  mixed 
with  yeast  and  kept  in  a  warm  place,  it  speedily  ferments  with 
the  production  of  alcohol  and  evolution  of  carbonic  acid ;  and 
as  no  other  substance  is  capable  of  undergoing  this  transforma- 
tion, the  occurrence  of  fermentation  with  yeast  is  certain  proof 
of  the  presence  of  sugar. 

Applied  to  ordinary  diabetic  urine,  fermentation  affords  very 
clear  indications.  The  most  convenient  and  elegant  way  of 
applying  it  is  the  following :  A  few  crumbs  of  German  yeast 
are  put  into  the  bottom  of  a  test-tube  ;  this  is  then  filled  up  to 
the  brim  with  the  suspected  urine,  covered  with  an  evaporating 
dish  or  saucer,  and  then  inverted.  The  dish  and  inverted  tube 
are  now  set  aside  in  a  warm  place — say  on  the  mantel-piece. 
The  urine  soon  begins  to  ferment,  gas  collects  in  the  top  of  the 
inverted  tube  and  expels  a  portion  of  the  urine ;  and  if  sugar  be 
abundant,  the  gas  accumulates  in  such  quantities  that  all  the 
urine  is  driven  out  before  it.  There  is  a  precaution,  however, 
to  be  observed.  Some  specimens  of  yeast  spontaneously  evolve 
bubbles  of  gas ;  it  is  therefore  desirable,  where  the  indication  is 
doubtful,  to  perform  a  parallel  experiment  with  the  same  yeast 
mixed  with  simple  water,  so  that  the  amount  of  gas  spontane- 
ously yielded  by  it  may  be  ascertained.  German  yeast  is  ex- 
ceedingly convenient  for  fermentation  experiments,  and  it  has 
now  come  into  such  common  use  that  a  pennyworth  may  be 
purchased  in  almost  any  baker's  shop. 

There  are  two  drawbacks  to  the  clinical  application  of  this 
test — (a)  it  takes  some  hours  for  its  accomplishment,  and  (6)  it 
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does  not  suffice  for  the  discovery  of  minute  quantities.  Urine 
is  capable  of  absorbing  somewhere  about  its  own  bulk  of  car- 
bonic acid,  so  that  unless  the  amount  evolved  be  greater  than 
this  there  will  be  no  accumulation  of  gas  in  the  top  of  the  tube, 
and  consequently  no  visible  sign  of  fermentation.  According 
to  my  experience,  urines  containing  0.5  per  cent,  or  two  grains 
and  a  half  to  the  ounce  and  under,  yield  no  sign  to  the  fermen- 
tation test.  Fermentation  is  therefore  a  considerably  less  sen- 
sitive method  of  sugar-testing  than  Moore's  plan  of  boiling  with 
liquor  potassae. 

There  is,  however,  another  manner  of  applying  fermentation 
to  the  detection  of  sugar,  which  is  much  simpler  and  even  more 
delicate  than  the  foregoing — namely,  by  comparison  of  the  spe- 
cific gravity  of  the  suspected  urine  before  and  after  fermentation. 
This  proceeding  will  be  examined  more  in  detail  under  the  head 
of  quantitative  testing;  but  I  may  here  observe  that  considera- 
bly less  sugar  than  one  per  cent,  may  be  detected  by  the  lower- 
ing of  the  density  after  fermentation. 

4.  Reduction  tests. — The  action  of  grape  sugar  on  a  number  of 
metallic  salts  is  attended  with  a  reduction  of  the  oxides  which 
they  contain  to  a  lower  degree  of  oxidation,  or  to  the  metallic 
state.  Accordingly  some  of  these  salts  are  resorted  to  as  valua- 
ble sugar  tests,  both  qualitative  and  quantitative.  The  salts  best 
adapted  for  this  purpose  are  those  of  copper,  bismuth,  silver, 
chromium,  and  tin;  but  as  the  oxide  of  copper  is  the  most  uni- 
versally known,  and  with  proper  precautions  the  most  striking 
and  sensitive,  I  shall  confine  my  remarks  solely  to  it. 

The  ordinary  mode  of  using  the  copper,  or,  as  it  is  called, 
Trommefs  test,  is  to  add  a  drop  or  two  of  a  solution  of  sulphate 
of  copper  to  the  suspected  urine  in  a  test-tube.  Liquor  potassse 
is  then  added  in  excess,  and  the  mixture  boiled.  If  the  proper 
proportions  have  been  observed,  a  red  deposit  of  suboxide  of 
copper  falls  when  sugar  is  present.  Applied  in  this  rough  way 
the  operation  of  the  test  is  very  unsatisfactory.  If  the  copper 
be  in  excess,  a  quantity  of  the  protoxide  remains  undissolved 
and  causes  confusion.  The  liquor  potassse  likewise  obscures  the 
result  by  producing  an  intense  dark  brown  color  if  sugar  be 
abundant,  and'the  boiling  continued  beyond  a  few  seconds.  In 
consequence  of  these  and  other  objections,  Trommer's  test  is  re- 
garded with  very  little  favor  by  many  practitioners,  who  rely  in 
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preference  on  the  easy  and  ready,  though  less  delicate,  method 
of  boiling  with  liquor  potassse.  But  all  the  uncertainty  attend- 
ing the  employment  of  the  copper  test  arises  from  a  faulty  ap- 
plication, and  not  from  inherent  imperfection.  When  skilfully 
used,  it  possesses  a  delicacy  and  certainty  that  renders  all  other 
reagents  superfluous. 

The  first  necessity  is  to  abandon  the  rough  method  above 
sketched,  and  to  prepare  beforehand  a  test  solution  which  shall 
combine  the  copper  and  the  alkali  in  due  proportion.  This  is 
accomplished  by  dissolving  sulphate  of  copper  in  strong  liquor 
sodse  with  the  aid  of  tartrate  of  potash.  The  exact  formula 
for  this  solution  (Fehling's  standard  copper  solution)  is  given 
at  p.  147. 

Having  prepared  the  test-fluid,  it  is  employed  in  the  following 
manner:  Fill  a  test-tube  to  the  depth  of  three-quarters  of  an 
inch  or  so  with  the  copper  solution;  heat  until  it  begins  to  boil, 
and  then  add  a  drop  or  tivo  of  the  suspected  urine.  If  it  be  ordi- 
nary diabetic  urine,  the  mixture,  after  an  interval  of  a  few  se- 
conds, will  turn  suddenly  of  an  intense  opaque-yellow  color,  and 
in  a  short  time  an  abundant  yellow  or  red  sediment  falls  to  the 
bottom.  If,  however,  the  quantity  of  sugar  present  be  small, 
the  suspected  urine  is  added  more  freely,  but  not  beyond  a  volume 
equal  to  that  of  the  test  employed.  In  this  latter  case  it  is  necessary 
to  raise  the  mixture  once  more  to  the  boiling-point.  It  is  then 
allowed  to  cool  slowly.  If  no  suboxide  has  been  thrown  down 
when  it  has  become  cold,  then  the  urine  may  with  certainty  be 
pronounced  sugar-free. 

The  points  of  importance  in  this  proceeding  are — (a)  to  boil 
the  test  first,  and  not  the  urine;  and  (b)  to  use  an  excess  of  the 
test. 

The  first  point  is  of  importance,  because  the  test-solution  is 
apt  to  deteriorate  by  keeping,  unless  preserved  hermetically 
sealed  from  the  air.  "When  deteriorated  by  exposure  to  the  at- 
mosphere, a  deposit  of  suboxide  takes  place  from  it  on  simple 
boiling.  Boiling  the  test,  therefore,  is  a  trial  of  its  perfection. 
If  it  remain  clear  for  a  minute  or  two  after  ebullition,  the  solu- 
tion is  in  order,  and  the  testing  may  be  proceeded  with;  but  if 
the  solution  become  somewhat  opaque,  and  a  red  deposit  pre- 
sently fall  from  it,  this  deposit  must  be  first  filtered  from  the 
clear  fluid,  which  is  thereby  again  rendered  fit  for  use;   or, 
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which  is  indeed  the  better  plan,  a  fresh  supply  of  the  test  is  pre- 
pared. The  deterioration  here  spoken  of  arises  from  the  con- 
version of  a  portion  of  the  tartaric  acid  into  racemic  acid,  which, 
equally  with  sugar,  has  a  reducing  power  on  the  oxide  of  copper, 
and  when  present,  of  course  corrupts  the  analysis. 

The  necessity  for  using  an  excess  of  the  test  applies  equally 
to  an  ordinary  diabetic  urine,  as  well  as  to  one  which  contains 
only  a  small  proportion  of  sugar  and  has  a  composition  ap- 
proaching the  natural  standard ;  but  as  the  reason  for  employing 
an  excess  is  not  the  same  in  the  two  instances,  and  as  there  are 
important  differences  in  the  operation  of  the  test  in  the  two 
classes  of  urine,  I  shall  call  attention  to  them  separately. 

(a)  Method  of  testing  ordinary  diabetic  urine. — Practically,  the 
urine  of  a  diabetic  patient,  where  the  disease  is  in  full  career, 
may  be  regarded  as  a  solution  of  grape-sugar  in  simple  water. 
The  natural  constituents  are  in  such  small  proportion,  owing  to 
the  increased  flow,  that  they  do  not  sensibly  interfere  with  the 
operation  of  the  test. 

If,  after  the  test  has  been  heated  to  ebullition,  one  drop  of  di- 
abetic urine  be  added,  the  reaction  occurs  almost  instantane- 
ously, and  the  suboxide  falls  of  a  brick-red  color  at  once ;  but  if 
several  drops  of  the  same  urine  be  added,  the  precipitate  is  a  rich 
yellow.  This  difference  in  color  is  merely  a  question  of  excess 
or  deficiency  of  the  test.  When  the  copper  exceeds  the  sugar, 
and  the  solution  still  retains  its  blue  color,  the  suboxide  falls 
red ;  but  if  the  sugar  exceed  the  copper,  and  the  blue  color  have 
disappeared,  the  suboxide  falls  yellow. 

The  common  mode  of  proceeding — that  is,  boiling  the  urine 
first,  and  then  adding  the  reagent — is  very  objectionable,  inas- 
much as  it  may  betray  the  operator  into  a  too  sparing  use  of  the 
test,  and  thereby  entail  a  failure  of  the  reaction.  If  the  sugar 
preponderate  greatly  over  the  copper,  no  precipitation  whatever 
ensues,  because  the  excess  of  sugar  dissolves  the  suboxide,  and 
forms  with  it  a  transparent  yellow  solution.  This  statement 
may  be  readily  verified  by  boiling  some  diabetic  urine  in  a  test- 
tube,  and  then  dropping  in  the  test-solution.  The  first  few 
drops  occasion  a  dense,  muddy,  yellow  opacity  in  the  topmost 
layer;  but  when  the  tube  is  shaken  the  precipitate  is  redissolved. 
On  adding  more  of  the  test,  however,  the  opacity  becomes  per- 
manent, and  an  abundant  deposit  presently  subsides. 
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(b)  Method  of  testing  where  the  quantity  of  sugar  is  small  and  the 
natural  constituents  approximate  their  usual  proportions. — The  dis- 
covery of  sugar  in  such  a  urine  is  much  more  difficult  than  in 
the  former  case.  The  ordinary  ingredients  of  the  urine — urea, 
uric  acid,  pigmentary  and  other  extractives,  the  alkaline  and 
earthy  salts — seriously  affect  the  delicacy  of  the  test.  If  grape- 
sugar  be  dissolved  in  simple  water,  such  is  the  sensitiveness  of 
the  reaction  that  one  grain  in  ten  pints  yields  a  perceptible  de- 
posit ;  but  when  dissolved  in  urine,  a  considerably  larger  quan- 
tity may  be  present  and  the  test  fail  to  reveal  its  existence. 
Nevertheless,  enough  of  delicacy  still  remains  to  satisfy  all  the 
requirements  of  clinical  research. 

Urine  of  the  kind  here  considered — with  a  minute  proportion 
of  sugar,  and  the  ordinary  ingredients  almost  natural — is  met 
with  in  the  early  stage  of  diabetes,  before  the  disease  has  ac- 
quired its  full  development ;  also  in  convalescence  from  the  less 
severe  forms ;  and  not  unfrequently  towards  the  fatal  close  of 
the  complaint.  Even  in  well-marked  diabetes  there  are  condi- 
tions under  which  the  urine  temporarily  returns  nearly  to  its 
natural  state.  These  are — abstinence  from  saccharine  and  amy- 
laceous food,  and,  a  fortiori,  abstinence  from  all  food;  accord- 
ingly, the  morning  urine,  after  the  prolonged  fast  of  the  night, 
may,  in  the  less  severe  cases,  be  found  almost  sugar-free.  A 
like  effect  follows  the  advent  of  an  intercurrent  inflammation,  as 
of  the  lungs  or  lining  membrane  of  the  bowels. 

In  testing  for  sugar  in  urines  of  this  description  certain  pre- 
cautions are  rigidly  demanded,  otherwise  considerable  quantities 
of  sugar  may  be  wholly  overlooked.  The  most  important  of 
these  is  to  use  a  great  excess  of  the  test.  "When  the  copper  so- 
lution is  added  drop  by  drop  to  healthy  urine,  at  a  boiling  heat, 
the  blue  color  is  immediately  discharged,  although  not  a  particle 
of  sugar  be  present,  and  the  urine  assumes  a  deep  amber  tint. 
The  degree  to  which  urines  exercise  this  decolorizing  property 
varies  with  their  strength — that  is,  with  their  concentration.  A 
dense  urine  (sugar-free)  will  discharge  the  color  from  nearly  its 
own  bulk  of  Fehling's  standard  solution;  but  even  the  most 
dilute  natural  urines — those  that  are  almost  colorless — have  a 
very  considerable  power  this  way.  Whatever  be  the  nature  of 
the  transformation  here  involved,  it  is  certain  that  when  the 
color  of  the  test  has  been  thus  discharged,  the  copper  it  contains 
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is  no  longer  capable  of  being  precipitated  by  any  sugar  that  may 
be  present  in  the  urine ;  and  the  suboxide  is  not  thrown  down 
until  such  an  amount  of  the  solution  has  been  added  that  the 
mixture  retains  a  distinctly  green  tint  after  being  raised  to  the 
boiling-point.  To  secure  an  excess  of  the  test  the  most  certain 
method  is  to  heat  the  solution  first,  as  already  recommended, 
and  to  add  the  suspected  urine  afterwards.  Another  advantage 
is  secured  by  this  proceeding.  "When  the  suspected  urine  con- 
tains a  considerable  quantity  of  earthy  phosphates,  the  precipi- 
tation of  these  by  the  alkali  of  the  test  is  apt  to  cause  embar- 
rassment. The  phosphates  fall  in  light,  dirty-white  flocculi, 
which  might  be  mistaken  by  the  unwary  for  a  deposit  of  sub- 
oxide. When  the  test  and  urine  are  mixed  together  before  ap- 
plying heat,  or  the  test  is  added  to  the  boiling  urine,  the  earthy 
phosphates  fall  in  such  fine  flakes  that  the  transparency  of  the 
mixture  is  impaired ;  but  if  the  urine  be  added  to  the  boiling 
test,  the  mixture  retains  its  translucency  from  the  phosphates 
being  thrown  down  in  denser  masses ;  and  by  holding  the  tube 
between  the  eye  and  the  light,  the  flakes  are  seen  floating  in  a 
clear,  bluish-green  medium. 

In  the  class  of  saccharine  urines  now  under  consideration,  the 
suboxide  is  always  precipitated  yellow,  never  red.  The  opera- 
tion of  the  test  is  exceedingly  distinctive,  and  takes  place  as 
follows:  The  copper  solution  having  been  heated  to  ebullition, 
and  something  less  than  an  equal  bulk  of  the  suspected  urine 
having  been  added,  the  mixture  is  again  raised  to  the  boiling- 
point.  It  then  changes  to  an  intense  opaque  yellowish  green, 
and  slowly  a  bright  yellow  deposit  subsides.  If  the  urine  con- 
tains less  than  half  a  grain  per  cent,  of  sugar,  the  precipitation 
does  not  take  place  immediately,  but  occurs  as  the  liquid  cools — 
in  five,  ten,  or  twenty  minutes,  and  the  manner  of  the  change 
is  peculiar.  First,  the  mixture  loses  its  transparency,  and  passes 
from  a  clear  olive-green  to  a  light  greenish  opacity,  looking  just 
as  if  some  drops  of  milk  had  fallen  into  the  tube.  This  green 
milky  appearance  is  quite  characteristic  of  sugar.  By  this  pro- 
ceeding one-tenth  of  a  grain  per  fluid  ounce,  or  less  than  one- 
fortieth  of  a  grain  per  cent.,  can  with  certainty  be  detected,  and 
any  quantity  below  this  has  no  pathological  signification,  and  is 
matter  of  only  physiological  interest. 

Some  of  the  natural  urinary  ingredients,  and  especially  uric 
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acid,  have  been  stated  to  possess  the  power  of  reducing  the 
oxide  of  copper  to  a  state  of  suboxide,  and  of  becoming  thereby 
the  source  of  a  notable  fallacy  in  using  this  test  for  the  detec-. 
tion  of  sugar.  JSTo  fear,  however,  need  be  entertained  on  this 
score;  I  have  over  and  over  again  treated  urines  containing  an 
excess  of  uric  acid,  and  even  urines  thick  with  the  amorphous 
urate  deposit,  with  the  test  solution  at  a  boiling  heat,  but  have 
never  obtained  the  least  resemblance  to  the  sugar  reaction.  It 
is,  however,  to  be  borne  in  mind,  that  if  urine  be  boiled  with 
the  test  for  a  considerable  iim.e — say  twenty  minutes  or  half  an 
hour — a  reddish  deposit  falls,  and  the  mixture  assumes  a  muddy, 
dirty  fawn  appearance,  although  no  sugar  be  present.  The  red- 
dish deposit  appears  to  consist  of  the  earthy  phosphates  tinged 
red  by  some  of  the  suboxide,  reduced,  perhaps,  through  the  in- 
strumentality of  uric  acid.  But  this  reddish  deposit  is  only  'pro- 
duced after  prolonged  boiling,  and  prolonged  boiling  is  of  all  things 
the  most  to  be  avoided,  because  the  most  utterly  useless,  in  per- 
forming the  test.  If  simply  raising  the  fluid  to  the  boiling- 
point,  and  then  allowing  it  to  cool  in  a  warm  place,  as  in  a  jug 
of  hot  water  or  on  the  hob,  fail  to  yield  an  indication  of  sugar, 
no  amount  of  boiling  will  develop  a  trustworthy  reaction. 

To  recapitulate — the  best  method  of  detecting  sugar  in  urine 
is  as  follows :  Pour  some  of  the  prepared  test-liquor  into  a  nar- 
row test-tube  to  the  depth  of  three-quarters  of  an  inch;  heat 
until  it  begins  to  boil;  then  add  two  or  three  drops  of  the  sus- 
pected urine.  If  sugar  be  abundant,  a  thick  yellowish  opacity, 
and  deposit  of  yellow  suboxide  are  produced  (and  this  changes 
to  a  brick-red  at  once  if  the  blue  color  of  the  test  remain  domi- 
nant). If  no  such  reaction  ensue,  go  on  adding  the  urine  until 
a  bulk  nearly  equal  to  the  test  employed  has  been  poured  in; 
heat  again  to  ebullition;  and,  no  change  occurring,  set  aside 
without  further  boiling.  If  no  milkiness  is  produced  as  the 
mixture  cools,  the  urine  may  be  confidently  pronounced  free 
from  sugar,  for  no  quantity  above  a  fortieth  of  a  grain  per  cent, 
can  escape  such  a  search,  and  any  quantity  below  that  is  devoid 
of  clinical  significance. 

Estimation  of  the  quantity  of  sugar  in  urine  [Quantitative  testing). 
— In  early  times  medical  men  judged  of  the  quantity  of  sugar  in 
diabetic  urine  by  the  amount  of  syrup  yielded  on  evaporation. 
This  was  a  very  rude  as  well  as  troublesome  proceeding.     A 
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much  readier  and  not  less  precise  method  was  to  calculate  the 
sugar  from  the  specific  gravity.  Dr.  Henry  drew  up  a  table, 
which  Prout  afterwards  extended  and  improved,  showing  at  a 
glance  how  much  solid  matter  per  pint  was  contained  in  urines 
at  different  densities.  When  the  urine  voided  amounts  to  seve- 
ral quarts  a  day,  and  the  natural  urinary  ingredients  have  sunk 
to  a  very  low  proportion,  the  secretion  resembles  a  solution  of 
grape-sugar  in  pure  water.  In  this  condition  the  density  is  a 
moderately  accurate  measure  of  the  quantity  of  sugar ;  but  it  is 
still  far  from  absolute  correctness,  as  may  be  judged  from  the 
following  table,  drawn  up  from  a  number  of  my  analyses : 

Table  showing  the  uncertain  relation  of  the  specific  gravity  to  the  proportion  of 
sugar  where  the  daily  flow  of  urine  ranged  between  nine  and  thirteen  pints. 

Specific  gravity.  Sugar  per  imperial  pint. 

1045  ........  875  grains. 

1043 972   " 

1042 683   " 

1041 920   " 

1041 931   " 

1040 911   " 

1039 683   " 

1035 875   " 

1034 645   " 

1033 635   " 

But  when  the  flow  of  urine  is  no  more  than  two  or  three  pints 
a  day,  the  natural  ingredients  come  to  hold  something  like  their 
normal  proportions,  and  contribute  very  sensibly  to  raise  the 
density.  Accordingly  with  the  diminished  flow  there  is  a  very 
greatly  lessened  proportion  between  the  specific  gravity  and  the 
percentage  of  sugar.  The  annexed  table  shows  this  relation  in 
the  urines  of  the  same  patients  when  the  daily  excretion  had 
been  reduced  by  dietetic  means  to  between  two  and  three  pints. 

Table  showing  the  lessened  and  still  more  uncertain  relation  of  the  specific  gravity 
to  the  quantity  of  sugar  where  the  daily  flow  ranged  between  two  and  three  pints. 

Specific  gravity.  Sugar  per  imperial  pint. 

1044 625  grains. 

1042 553  « 

1041 591  " 

1041 498  " 

1039 568  " 

1039 608  " 

1039 600  " 

1039 446  " 

1036 377  « 

1035 471  " 

1034 486  " 

1034 312  " 
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On  comparing  these  two  tables,  it  is  seen  that  the  density 
holds  a  much  less  constant  relation  to  the  proportion  of  sugar 
when  the  daily  flow  is  scanty  than  when  it  is  abundant.  It  is  also 
seen  that  in  the  former  case  a  given  degree  of  density  indicates 
a  much  lower  proportion  of  sugar  than  in  the  latter.  The  mean 
density  in  the  first  table  is  1039.3,  and  in  the  second  nearly  the 
same,  1038.6;  but  the  proportion  of  sugar  is  much  greater  in 
the  first,  where  it  averages  813  grains  per  pint,  than  in  the 
second,  where  it  is  only  511  grains. 

Of  the  more  accurate  methods  there  are  two  peculiarly  eligi- 
ble for  practical  use — the  one  on  account  of  its  speedy  perform- 
ance, and  the  other  on  account  of  its  easy  application. 

1.  Volumetric al  method. — This  has  been  brought  to  a  high  state 
of  perfection  by  Fehling.  It  depends  in  principle  on  the  fact 
that  there  is  a  fixed  relation  between  the  amount  of  a  copper 
salt  reduced  to  a  state  of  suboxide  and  the  sugar  present.  Feh- 
ling found  that  one  equivalent  of  grape-sugar,  or  180  parts,  de- 
composed exactly  ten  equivalents,  or  1246.8  parts,  of  sulphate 
of  copper.  Accordingly,  he  prepared  a  solution  of  copper  of 
standard  strength,  and  applied  it  to  fluids  containing  grape- 
sugar;  and  the  quantity  of  these  required  to  decompose  a  fixed 
volume  of  the  standard  solution  furnished  an  exact  measure  of 
the  sugar  they  contained. 

Fehling's  standard  solution  is  prepared  according  to  the  fol- 
lowing prescription  •} 

Sulphate  of  copper,  90£  grains  ; 
Neutral  tartrate  of  potash,  364  grains  ; 
Solution  of  caustic  soda,  sp.  grav.  1.12,  four  fluid  ounces  ; 
Add  water  to  make  up  exactly  six  fluid  ounces. 

200  grains  of  this  solution  are  exactly  decomposed  by  one  grain 
of  sugar.  The  apparatus  required  for  the  performance  of  the 
analysis  are  described  and  figured  at  pp.  20  and  21. 

Mode  of  performing  the  analysis. — Measure  off  200  grains  of  the 

1  More  exactly,  in  grammes  and  cubic  centimetres,  the  proportions  stand  as 
follows  : 

40  grammes — crystals  of  sulphate  of  copper  ; 
160  grammes — neutral  tartrate  of  potash  ; 
750  grammes— caustic  soda,  sp.  grav.  1.12. 
Add  water  up  to  1154.5  cubic  centimetres. 
Each  ten  cubic  centimetres  correspond  to  0.05  gramme  of  grape-sugar. 
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standard  solution  in  the  200-grain  tube,  pour  this  into  the  flask, 
and  add  about  twice  its  volume  of  water ;  then  place  over  a 
spirit-lamp  to  boil.  While  the  copper  solution  is  being  heated, 
the  urine  to  be  analyzed  should  be  diluted  with  water  to  a  known 
degree.  In  the  case  of  ordinary  diabetic  urines,  the  best  dilution 
is  one  in  ten.  This  is  obtained  by  carefully  filling  the  6-oz. 
measure  with  water  to  the  depth  of  4J  ounces,  and  then  adding 
urine  so  as  to  make  up  exactly  5  ounces.  The  mixture  will  then 
contain  exactly  one-tenth  of  urine.  ("When  the  quantity  of  sugar 
in  the  urine  is  very  small,  a  dilution  of  one  in  five,  or  even  the 
undiluted  urine  may  be  employed.) 

The  next  step  is  to  fill  the  burette  (which  is  graduated  to 
grains)  with  the  diluted  urine  to  0.  Then  proceed  to  add  it  in 
successive  small  portions,  to  the  boiling  copper  solution,  until 
the  blue  color  .has  entirely  disappeared.  After  each  fresh  ad- 
dition from  the  burette  the  mixture  should  be  raised  to  the 
boiling-point,  and  then  allowed  to  stand  a  few  seconds,  so  that 
the  precipitated  copper  may  subside,  and  the  observer  may  see, 
by  holding  the  flask  between  the  eye  and  the  light,  whether  the 
mixture  still  retains  any  blue  color.  As  soon  as  the  blue  color 
has  disappeared  the  analysis  is  complete,  and  the  quantity  of  di- 
luted urine  employed  may  be  read  off.  The  percentage  of  sugar 
in  the  urine  can  now  be  readily  calculated.  Suppose  125  grains 
had  been  added  from  the  burette :  this  represents  one-tenth,  or 
12.5  grains,  of  undiluted  urine,  and  contains  exactly  one  grain 
of  sugar:  by  dividing  12.5  into  100,  the  percentage  of  sugar  is 
obtained :  or  J|.|  =  8  :  the  urine  contains  8  per  cent,  of  sugar. 

2.  Differential  density  method. — The  second  of  the  two  methods 
of  estimating  sugar,  which  I  have  undertaken  to  explain,  com- 
bines, as  I  believe,  more  perfectly  than  any  other,  the  twin  ad- 
vantages of  ease  and  accuracy.  It  is  founded  on  the  diminution 
of  density  suffered  by  saccharine  urine  when  fermented  with 
yeast.  The  specific  gravity  of  an  ordinary  diabetic  urine  ranges 
from  1035  to  1050.  When  it  has  undergone  fermentation,  and 
all  the  sugar  is  converted  into  alcohol  and  carbonic  acid,  the 
specific  gravity  is  found  to  have  sunk  to  1009,  to  1002,  or  even 
below  1000.  This  falling  off  in  the  density  arises  from  two  dis- 
tinct yet  necessarily  associated  causes — namely,  first,  the  destruc- 
tion of  the  sugar,  which  was  the  cause  of  the  high  density  of  the 
original  urine ;  and,  second,  the  presence  of  the  generated  alco- 
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hol  in  the  fermented  product.  Now,  the  loss  of  density  from 
these  causes  must  evidently  stand  proportional  to  the  quantity 
of  sugar  originally  present  in  the  urine,  and  must  consequently 
furnish  a  measure  of  its  quantity. 

The  experimental  data  on  which  this  method  is  founded  are 
fully  detailed  in  a  paper  published  by  the  author  in  the  "  Memoirs 
of  the  Manchester  Literary  and  Philosophical  Society"  for  1860; 
also  in  a  paper  in  the  "Edinburgh  Monthly  Journal "  for  October, 
1861.  The  mode  of  experimenting  was — first  to  ascertain  by 
the  volumetrical  analysis,  which  I  have  just  described,  how  much 
sugar  was  contained  in  a  certain  diabetic  urine.  The  urine  was 
then  fermented  by  means  of  German  yeast — its  specific  gravity 
having  been  previously  ascertained.  In  twenty-four  hours,  after 
the  fermentation  had  ceased  and  the  scum  had  subsided,  the 
density  was  taken  again,  and  by  subtracting  this  from  the  den- 
sity before  fermentation,  the  "density  lost"  was  ascertained. 
And  it  was  found  that  for  every  grain  of  sugar  contained  in  an 
ounce  of  urine,  one  degree  of  specific  gravity  had  been  lost.  Ex- 
periments were  multiplied  on  diabetic  urine ;  corresponding  ex- 
periments were  made  with  solutions  of  sugar  of  known  strength 
in  healthy  non-saccharine  urine  and  in  pure  water,  and  the  issue 
of  all  was  to  establish  the  conclusion  that  the  number  of  degrees  of 
"  density  lost"  indicated  as  many  grains  of  sugar  per  fluid  ounce. 

In  the  practical  application  of  the  method,  the  ordinary  urino- 
meter  may  be  used  for  taking  the  densities ;  but  it  is  well  to 
choose  one  with  a  long  scale,  as  some  of  those  in  use  have  very 
short  ones,  and  it  becomes  impossible  to  read  the  density  accu- 
rately. Still  further  precision  may  be  attained  by  dividing  the 
usual  scale  into  two  parts  on  separate  instruments.  I  have  had 
constructed  for  my  own  use  two  perfectly  corresponding  urino- 
meters,  on  one  of  which  the  scale  ranges  from  995  to  1025,  and 
on  the  other  from  1025  to  1055,  each  instrument  covering  30 
degrees  of  density.  The  scales  are  thus  rendered  so  long,  and 
the  intervals  between  the  lines  so  great,  that  in  a  clear  urine 
the  specific  gravity  can  be  easily  read  to  a  quarter  of  a  degree ; 
and  even  in  the  fermented  urine,  which  does  not  regain  its  ori- 
ginal transparency,  but  continues,  at  least  for  many  days,  more 
or  less  cloudy,  it  can  be  read  with  certainty  to  half  a  degree. 

Another  important  point  is  to  obviate  errors  from  variations 
of  temperature.     If  the  density  before  and  after  fermentation  be 
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taken  at  widely  different  temperatures,  an  error  of  serious 
amount  may  creep  into  the  analysis.  The  best  mode  of  avoid- 
ing this  is  to  put  up  a  few  ounces  of  the  unfermented  urine  in 
a  "  companion  vial,"  and  to  place  this  side  by  side  with  that 
set  apart  for  fermentation,  so  that,  at  whatever  temperature  the 
fermented  product  may  be  when  its  density  is  observed,  its  un- 
changed alter  ego  stands  near  it  for  comparison  at  exactly  the 
same  temperature. 

The  most  convenient  way  of  proceeding  is  the  following : 
About  four  ounces  of  the  saccharine  urine  are  put  into  a  12- 
ounce  bottle,  and  a  lump  of  German  yeast  about  the  size  of  a 
cobnut  or  small  walnut  is  added  to  it.  A  great  excess  of  yeast 
is  used  to  hasten  fermentation,  but  a  little  more  or  a  little  less 
does  not  sensibly  affect  the  result.  The  bottle  is  then  covered 
with  a  nicked  cork  (which  permits  the  escape  of  the  carbonic 
acid),  and  set  aside  on  the  mantelpiece  or  other  warm  place  to 
ferment.  Beside  it  is  placed  a  tightly-corked  4-ounce  vial 
filled  with  the  same  urine  without  any  yeast.  In  about  twenty- 
four  hours  the  fermentation  will  have  ceased,  and  the  scum 
cleared  off  or  subsided.  The  fermented  urine  is  then  decanted 
into  a  urine-glass,  and  its  specific  gravity  taken ;  at  the  same 
time,  the  density  of  the  unfermented  urine  in  the  companion 
vial  is  observed,  and  the  "  density  lost"  ascertained.  Fer- 
mentation is  generally  complete  in  about  eighteen  hours  if  the 
locality  be  sufficiently  warm ;  and  it  is  desirable  to  remove  the 
two  vials  into  a  cool  place  two  or  three  hours  before  the  den- 
sities are  taken,  in  order  that  they  may  attain  the  temperature 
of  the  surrounding  atmosphere. 

The  two  following  examples  may  serve  as  illustrations  of  the 
method : 


I. 

II. 

Grains  of  sugar  per  fluid  ounce,     .... 

1053 

1004 

49 

1038 

1013 

25 

49 

25 

Kit  be  desired  to  bring  out  the  result  as  so  much  per  cent., 
this  is  accomplished  by  multiplying  the  number  indicating  the 
"  density  lost"  by  the  coefficient  0.23.     Thus  in  the  first  of  the 
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above  examples  49x0.23=11.27,  and  in  the  second  25x0.23= 
5.69,  which  are  the  amounts  of  sugar  respectively  per  100  parts. 

The  time  actually  consumed  in  determining  the  quantity  of. 
sugar  in  urine  by  this  method  does  not  exceed  four  or  five  mi- 
nutes, but  the  result  must  be  waited  for  until  the  succeeding 
day ;  this  is  its  chief  disadvantage.  Its  application  is  so  easy, 
that  a  medical  friend  in  attendance  on  a  diabetic  patient,  was 
able  to  teach  the  patient's  wife  to  make  the  analysis ;  every 
morning  when  he  came,  she  could  give  exact  information  as  to 
the  quantity  of  sugar  excreted  on  the  previous  day. 

Optical  saccharimetry. — The  property  of  glucose  of  rotating  the 
plane  of  polarization  to  the  right  has  been  taken  advantage  of 
to  estimate  the  quantity  of  sugar  in  diabetic  urine.  The  best 
instruments  for  the  purpose  are  those  of  Mitscherlich  and  Soleil. 
This  method  is  not  so  universally  applicable  as  the  two  preceding ; 
and  the  price  of  the  instruments,  together  with  the  delicacy 
required  in  their  manipulation,  puts  them  almost  out  of  reach 
of  ordinary  practitioners. 

Clinical  significance  of  sugar  in  the  urine. — The  presence  of  a 
large  quantity  of  sugar  in  the  urine  is  the  characteristic  feature 
of  diabetes  mellitus  :  but  small  quantities  may  be  present  in  a 
variety  of  other  circumstances — as  after  eating  excessively  of 
amylaceous  or  saccharine  articles  of  food,  from  injury  or  disease 
of  certain  parts  of  the  nervous  system,  from  impediments  to  res- 
piration, &c.  This  subject,  however,  can  be  more  conveniently 
treated  in  a  future  page  (see  Physiological  Considerations  re- 
lating to  Diabetes). 
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Cases  characterized  by  increased  thirst  and  excessive  discharge 
of  a  watery  urine  of  low  specific  gravity,  free  from  sugar  and 
albumen,  are  grouped  together  under  the  general  designation  of 
diabetes  insipidus. 

The  want  of  uniformity  in  the  course  and  symptoms  of  these 
cases,  and  in  the  anatomical  changes  found  after  death,  indicate 
that  several  wholly  distinct  pathological  states  are  included  under 
this  heading. 

Attempts  have  been  made  to  classify  the  cases  according  to 
the  characters  of  the  urine.  Those  in  which  it  was  supposed 
that  the  urine  merely  contained  an  excessive  amount  of  water, 
without  any  alteration  of  the  total  quantity  of  solids  excreted, 
or  of  the  mutual  proportion  of  the  several  solid  ingredients  to 
each  other,  have  been  named  Polydipsia  (or  excessive  thirst) ; 
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those  in  which  it  was  supposed  that  the  solid  matters,  and  espe- 
cially urea,  were  excreted  in  excessive  quantity,  have  been  named 
Polyuria  ;  and  those  in  which  it  was  supposed  that  the  urea  and- 
other  solids  were  in  diminished  quantity  have  been  named  Ana- 
zoturia  (Willis). 

This  classification  is,  however,  valueless  in  practice  :  both  from 
the  difficulty  of  assigning  a  precise  standard  of  composition  to 
the  urine  under  the  various  conditions  of  existence,  and  the  te- 
dious and  difficult  investigations,  extending  over  several  days, 
which  are  required  to  ascertain  the  mean  composition  of  the 
urine  in  any  particular  case. 

I  have  collected  from  various  sources,  most  of  which  are  in- 
dicated at  the  head  of  this  chapter,  sixty-six  cases  of  insipid  dia- 
betes ;  to  these  I  have  added  three  cases  observed  by  myself; 
and  three  more,  of  which  the  particulars  were  supplied  by  my 
friends  Drs.  Bates  and  Bowman.  From  an  analysis  of  these 
seventy-two  cases  the  following  account  has  been  drawn  up. 

Etiology. — The  liability  to  diabetes  insipidus  is  very  considera- 
bly greater  in  males  than  females;  of  the  seventy-two  cases, 
fifty-two  were  males,  and  twenty  females.  The  age  of  the  pa- 
tients at  the  time  of  invasion  ranged  from  the  extremes  of  in- 
fancy to  old  age;  but  the  greater  number  occurred  between  the 
ages  of  five  years  and  thirty  years.  In  the  following  table  an 
analysis  is  given  of  the  ages  of  sixty-five  cases  at  the  time  of 
invasion. 


Infancy, 

.     7  cases. 

From  20  to  30  vears,  . 

.  15  cases 

From  5  to  10  years,     . 

.  12     " 

u      so  —  50*  " 

.  14      " 

"    10  — 20     "      .    . 

.  13     " 

«      50  —  70     " 

.     4      " 

In  two,  if  not  three  cases,  the  disease  appeared  to  have  ex- 
isted actually  from  birth. 

In  a  very  large  proportion,  no  exciting  cause  whatsoever  could 
be  assigned  for  the  disorder.  In  the  remainder,  various  circum- 
stances were  alleged  with  greater  or  less  probability  to  have 
been  the  exciting  causes.  These  present  considerable  similarity 
to  the  alleged  causes  of  saccharine  diabetes,  and  stand  in  the 
following  order  of  frequency: 


Blows  on  the  head,  and  falls,    .  6 

Cerebral  disease  (tubercle,  &c),  5 

Intemperance,    .         .         .        .  5 
Exposure  to  cold  and  drinking 

cold  fluids  while  heated,  4 


Previous  febrile  or  inflamma- 
tory disease,  .  .  4 
Hereditary  influence,  .  .  3 
Muscular  effort,  .  .  .  .2 
Exposure  to  hot  sun,  .  .  1 
Mental  emotion,   .     .         .         .1 
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In  five  cases  serious  organic  changes  were  found  in  the  kid- 
neys. These  will  be  more  particularly  described  in  connection 
with  the  morbid  anatomy  of  the  disease. 

Two  cases  recorded  by  Dr.  W.  Watts  (Lancet,  1848)  are  re- 
ferred by  him  to  syphilitic  disease  and  abuse  of  mercury. 

Hysteria,  grief,  neuralgia,  or  the  influence  of  a  nervous  con- 
stitution, are  also  mentioned  as  determining  causes. 

In  some  of  the  traumatic  cases  the  symptoms  set  in  with 
maximum  intensity  on  the  very  day  of  the  accident ;  in  others 
there  was  at  first  loss  of  consciousness ;  and  the  thirst  and  diure- 
sis came  on  with  the  restoration  of  the  faculties,  or  a  few  days 
after.  In  one  case  severe  nervous  symptoms  continued  for  six 
months  after  a  fall,  and  the  diuresis  first  broke  out  at  the  end  of 
this  period.  In  four  of  the  traumatic  cases  the  symptoms  per- 
sisted for  between  nine  days  and  a  month,  and  then  finally  dis- 
appeared as  the  cerebral  symptoms  subsided;  in  two  others  the 
disorder  became  permanent,  and  had  already  existed  at  the  date 
of  the  record,  six  years  in  one  and  seven  years  in  the  other. 

Of  the  five  cases  attributed  to  spontaneous  cerebral  disease, 
only  one  (observed  by  myself,  and  detailed  further  on)  was  ex- 
amined post  mortem.  In  this,  tubercles  were  found  in  the  brain. 
In  another,  also  observed  by  myself  (a  shopkeeper,  thirty-five 
years  of  age),  the  disease  had  come  on  twenty  months  previ- 
ously with  sudden,  complete,  and  permanent  loss  of  sight,  first 
in  the  left  eye,  and  six  months  later  in  the  right.  During  these 
twenty  months  the  patient  had  been  in  the  habit  of  voiding  two 
or  three  gallons  of  urine  daily.  He  was  also  subject  to  curious 
nervous  attacks,  which  recurred  at  irregular  intervals,  and  lasted 
from  half  an  hour  to  periods  of  several  days.  They  consisted 
in  a  perversion  of  intellect,  incoherence,  irrepressible  impulse 
to  go  away  from  the  house,  trembling  of  the  limbs  and  twitch- 
ing of  the  muscles.  Sometimes  the  patient  would  fall  into  an 
epileptiform  fit,  with  loss  of  consciousness,  screaming  and  con- 
vulsions, but  without  foaming  at  the  mouth,  or  biting  the  tongue. 
When  seen  by  me  he  was  totally  blind,  but  the  intellect  was 
perfect,  and  the  general  health — except  during  the  paroxysms — 
was  good.  He  could  walk  twelve  miles  with  ease ;  and  in  the 
last  eight  months  he  had  gained  weight  to  the  extent  of  40  lbs. 
The  history  and  general  character  of  the  symptoms  appeared  to 
point  to  the  existence  of  vesicular  parasites  within  the  cranium. 
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The  three  remaining  cases  were  children  supposed  to  suffer  from 
cerebral  tubercle.     They  all  died  in  convulsions. 

Of  the  five  cases  attributed  to  intemperance,  the  symptoms 
came  on  in  one  of  them  on  the  day  after  a  severe  bout  of  drink- 
ing, in  which  the  patient  had  been  insensible  for  two  days. 
]Not  one  of  this  group  is  reported  as  cured,  and  one  died  in 
two  months. 

Two  cases  followed  exposure  to  cold;  and  two  followed  co- 
pious drinking  cold  fluids  while  the  skin  was  hot  and  perspir- 
ing. One  of  the  latter,  related  by  Vigla,  fell  ill  with  un- 
quenchable thirst  and  diuresis  on  the  same  day,  and  died  a  few 
months  after. 

Four  cases  followed  variola,  ague,  fever,  and  inflammation  of 
the  bowels ;  all  ran  a  very  chronic  course,  and  lasted  from  four 
to  twenty -four  years,  with  good  preservation  of  health;  the 
symptoms  commenced  immediately  after  recovery  from  the 
initial  complaint. 

In  two  cases,  the  symptoms  commenced  immediately  after 
violent  muscular  effort.  One  was  a  boy  of  twelve,  who  strained 
himself  in  pushing  a  cart-wheel  sunk  in  the  mud.  After  a  few 
months,  the  symptoms  were  subdued  by  nitrate  of  potash;  but 
some  months  later  a  relapse  occurred,  and  the  patient  died  sud- 
denly, from  taking,  as  is  alleged,  too  large  a  dose  of  the  nitrate. 
(P.  Frank — cited  by  Romberg.)  The  second  is  a  remarkable 
case,  related  by  Jarrold,  in  Duncan's  Annals  for  1801.  A  girl 
of  19,  when  going  down  a  flight  of  steps,  slipped;  with  very 
great  exertion  she  saved  herself  from  falling.  Immediately 
after  menorrhagia  began,  and  on  the  evening  of  the  same  day 
she  experienced  inordinate  thirst  and  profuse  diuresis.  She  en- 
tered the  Edinburgh  Infirmary,  under  Professor  Gregory,  and 
was  speedily  cured  of  the  hemorrhage  by  the  compound  powder 
of  alum.  The  urine  amounted  to  the  enormous  quantity  of 
50  lb.  in  the  twenty-four  hours,  sometimes  even  to  60  lb.,  and 
one  day  to  72  lb. !  Under  the  influence  of  lime-water  and 
powdered  galls,  the  urine  was  gradually  reduced  to  between 
5  lb.  and  10  lb.  a  day.  She  left  the  hospital  otherwise  in  good 
health. 

Three  cases  were  attributed  to  hereditary  influence.  One  of 
these  was  a  man  in  good  health  who  had  suffered  for  the  long 
period  of  fifty-nine  years  from  polyuria.    The  disorder  began  in 
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infancy.  His  father,  two  brothers,  and  a  sister  had  suffered 
similarly.  Another  was  a  healthy  soldier  of  twenty-four,  who 
had  been  polyuric  for  four  years.  His  mother,  brothers,  and 
two  sisters  suffered  in  the  same  way.  The  third  was  a  young 
lady  of  nineteen,  mentioned  by  Trousseau  (Clinique  Medicale, 
t.  ii,  611),  whose  grandfather  was  affected  with  saccharine  dia- 
betes, and  uncle  with  Bright's  disease.  She  was  well-grown  and 
tolerably  healthy,  and  had  borne  her  complaint  for  six  years. 
All  these  cases  proved  incurable. 

Course  and  symptoms. — The  invasion  of  the  complaint  is  often 
quite  sudden.  Dr.  Bennett  relates  the  case  of  a  woman,  thirty- 
four  years  of  age,  who  went  to  her  work  one  morning  at  six 
o'clock  in  her  usual  health;  at  eight  o'clock,  two  hours  after, 
she  was  suddenly  seized  with  intense  thirst  and  diuresis,  which 
became  persistent  from  that  time. 

In  several  instances  it  is  recorded  that  an  intercurrent  febrile 
or  inflammatory  disorder  temporarily  suspended  the  symptoms. 
In  one  case,  an  attack  of  acute  articular  rheumatism  (treated 
with  nitrate  of  potash)  suspended  the  disease  permanently,  after 
it  had  existed  in  intensity  for  eighteen  years.  In  another  in- 
stance (a  girl  of  nineteen,  polyuric  from  infancy),  an  attack  of 
pleurisy  was  treated  by  a  blister,  which  suppurated  for  thirty- 
five  days;  at  the  end  of  this  time  both  the  pleurisy  and  the  po- 
lyuria disappeared  permanently. 

The  quantity  of  urine  voided  by  persons  afflicted  with  insipid 
diabetes  is  usually  considerably  greater  than  in  saccharine  dia- 
betes; 15,  30,  and  even  40  pints  are  frequently  mentioned  as  the 
daily  amount  of  urine.  Its  specific  gravity  varies  from  a  little 
above  that  of  pure  water  to  1003  and  1007.  It  is  limpid  and 
colorless,  and  contains  but  a  feeble  proportion  of  solid  matters. 
The  thirst  is  generally  intense;  often  inextinguishable;  in  sev- 
eral cases  the  patients  are  stated  to  have  drunk  their  own  urine. 
When  the  quantity  of  drink  and  the  quantity  of  urine  were  com- 
pared, sometimes  the  one  and  sometimes  the  other  showed  in 
excess.  Careful  determinations  on  this  point  by  Falck, Neusch- 
ler,  and  others,  indicate  that  if  fluids  be  allowed  ad  libitum,  the 
urine  voided  is  in  about  the  same  quantity  as  the  drink;  but  if 
the  imbibition  of  fluids  be  compulsorily  diminished,  the  urine  is 
not  diminished  in  the  same  proportion,  and  dehydration  of  the 
tissues  results. 
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The  skin  is  generally  dry  and  harsh ;  sometimes  it  preserves 
its  natural  moisture,  and  in  rare  examples  sweating  has  been 
observed.     It  is  noteworthy  that  boils  and  carbuncles  are  only  - 
once  mentioned. 

The  state  of  the  general  health  varies  a  good  deal.  In  the 
greater  number  of  the  recorded  cases  fair  health  was  preserved; 
in  several  patients  the  health  was  perfect,  and  some  of  them  be- 
came fathers  and  mothers  of  families,  and  went  about  their  usual 
avocations  without  other  detriment  than  the  inconvenience  of  a 
constant  thirst  and  incessant  calls  to  void  urine.  A  remarkable 
example  of  this  kind  was  communicated  by  Mr.  Maxwell  to  Dr. 
Simmons  (Med.  Facts  and  Obs.  vol.  ii,  96).  A  hale  farm  laborer, 
aged  fifty-one,  who  habitually  performed  the  severest  tasks, 
threshing,  mowing,  &c,  like  his  fellow-workmen,  had  been 
polyuria  for  twenty-four  years.  The  disorder  came  on  after  a 
fit  of  ague.  The  patient  drank  daily,  summer  and  winter, 
from  32  to  36  pints  of  water,  and  voided  urine  in  proportion. 
Yet  he  slept  well  (except  that  he  frequently  awoke  to  drink) : 
he  had  no  pain  or  ache  of  any  sort ;  he  had  an  excellent  appe- 
tite, a  moist  skin,  and  perspired  freely  when  he  was  at  work. 
Dr.  Simmons  also  cites  the  case  of  a  woman  residing  in  Paris, 
who  had  been  polyuric  from  infancy.  In  due  time  she  married 
a  cobbler,  and  became  the  mother  of  eleven  children,  of  whom, 
however,  only  two  were  living  when  the  case  was  recorded. 
Dr.  Willis  quotes  the  history  of  an  artisan,  aged  fifty-five,  who 
entered  the  H6tel  Dieu,  of  Paris,  for  some  trifling  bruise  of  the 
knee,  from  which  he  speedily  recovered.  From  the  age  of  five 
years  he  had  suffered  from  a  constant  thirst,  accompanied  with 
a  commensurate  diuresis.  From  his  sixteenth  year  he  had  drunk 
on  an  average  two  buckets  full  of  water  daily.  This  man  con- 
tinued in  good  health;  he  was  the  father  of  several  children,  and 
experienced  no  inconvenience  from  his  infirmity  beyond  what 
was  inseparable  from  the  frequent  calls  to  pass  water,  and  the 
constant  necessity  for  drink. 

This  high  state  of  health  is  however  exceptional :  more  com- 
monly the  patients  are  very  decided  valetudinarians :  and  the 
symptoms  from  which  they  suffer  bear  a  resemblance  to  those 
of  diabetes  mellitus,  though  rarely  exhibited  in  equal  severity. 
These  are  epigastric  and  lumbar  pains;  dry,  harsh,  hot  skin; 
painful  dryness  and  heat  of  the  mouth  and  fauces ;  emaciation. 
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Sometimes  the  appetite  is  voracious,  more  commonly  moderate 
or  indifferent.  The  temper  is  querulous  :  the  mental  faculties 
enfeebled;  the  bodily  strength  diminished;  the  sexual  functions 
often  abolished.  The  face  is  subject  to  erythematous  congestion. 
Enforced  abstinence  from  fluids  aggravates  most  of  these  symp- 
toms :  the  body  then  becomes  unbearably  hot,  the  skin  suffused, 
a  sense  of  intolerable  sinking,  or  even  of  intense  pain,  is  felt  in 
the  pit  of  the  stomach,  and  the  intellect  becomes  confused. 

The  loss  of  rest,  the  tormenting  thirst,  the  mental  worry,  at 
length  produce,  in  most  instances,  an  exhaustion  of  the  bodily 
vigor ;  oedema  of  the  feet  often  appears  towards  the  last ;  and 
death  closes  the  scene. 

In  some  cases  there  was  dislike  to  vegetable  aliments,  in  others 
to  animal  food.  The  cobbler's  wife,,  before  alluded  to,  was  very 
sensitive  to  alcoholic  drinks;  a  single  glass  of  wine  caused  uneasy 
sensations  in  all  her  limbs,  and  a  sense  of  faintness.  In  other 
instances  the  patients  drink  freely  of  wine  or  beer,  as  their  con- 
dition allowed.  In  a  man,  observed  by  Trousseau,  there  was  a 
remarkable  tolerance  of  alcoholic  stimulants.  This  man  on  one 
occasion  drank  a  litre  (a  pint  and  three-quarters)  of  brandy  in 
two  hours;  and  while  in  hospital  he  imbibed  daily  a  similar  quan- 
tity without  the  smallest  inconvenience.  The  patient  related, 
that  since  his  illness  began  he  had  acquired  this  singular  immu- 
nity from  the  causes  of  drunkenness.  More  than  once  he  had  laid 
wagers  to  drink  twenty  bottles  of  wine  at  a  single  sitting,  and 
had  won  his  wagers  without  the  least  disturbance  of  the  nervous 
system. 

Irritability  of  the  bladder,  with  excessively  frequent  micturi- 
tion, was  noted  in  several  instances. 

The  duration  of  the  complaint  is  exceedingly  uncertain.  The 
traumatic  cases  generally  only  lasted  a  few  weeks  or  months : 
on  the  other  hand,  one  of  the  congenital  cases  had  endured 
fifty-nine  years,  another  fifty  years,  at  the  date  of  the  record. 

Out  of  the  seventy-two  cases  collected,  sixteen  are  reported 
as  complete  recoveries;  thirteen  ended  fatally;  and  the  remain- 
ing forty-three  were  still  in  progress  when  reported ;  though,  in 
some  of  them,  considerable  amelioration  had  taken  place.  In 
the  sixteen  recoveries  the  duration  of  the  disease  was  compara- 
tively short, — in  nine,  it  was  under  a  year ;  in  one,  four  years  ; 
in  two,  eighteen  and  nineteen  years;  and  in  the  remainder, 
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"  some"  years.     In  the  thirteen  fatal  cases,  the  duration  was 
still  shorter.     In  nine  of  them  it  was  under  a  year;  one  died  in 
the  short  space  of  seven  weeks :  two  more  in  two  months.     The" 
other  four  survived  for  periods  varying  from  eighteen  months 
to  twenty  years. 

Of  the  forty-three  cases  still  in  progress,  the  duration  of  the 
disease  is  mentioned  in  thirty-one  instances :  Four  had  con- 
tinued for  a  year  or  under ;  five,  for  between  one  and  two  years ; 
nine,  for  between  two  and  six  years ;  five,  for  between  six  and 
twelve  years ;  four,  for  between  twelve  and  twenty-four  years ; 
and  four,  for  between  twenty-four  and  fifty-nine  years. 

Morbid  Anatomy. — The  condition  of  the  organs  after  death 
from  diabetes  insipidus  has  only  been  ascertained  in  a  few  cases. 
I  have  found  recorded  five  -post  mortem  examinations ;  and  to 
these  I  add  one  performed  by  myself.  In  three  of  these  cases 
the  lesions  found  presented  a  tolerably  close  similarity,  and  con- 
sisted of  an  atrophied  and  degenerated  condition  of  the  renal 
substance ;  in  a  fourth,  the  granular  tissue  of  the  organs  was 
entirely  wanting;  in  a  fifth,  multiple  abscesses  were  found  in 
the  kidneys :  in  my  own  case,  the  kidneys  were  simply  hyper- 
aemic  and  somewhat  enlarged,  and  notable  disease  was  found  in 
the  brain.1 

As  these  cases  are  so  few  in  number,  I  shall  describe  them 
more  fully. 

Case  I.  (Dr.  Eade — Beale's  Archives,  1861,  p.  8.) — A  man,  aged 
sixty-five,  had  suffered  from  jaundice  and  neuralgia;  he  succumbed 
in  eighteen  months  to  the  continual  diuresis,  and  the  urgent  and 
incessant  calls  to  void  urine.  The  quantity  of  urine  varied  from 
three  to  six  pints ;  specific  gravity  never  exceeded  1008 ;  it  was  free 
from  sugar,  albumen,  or  other  morbid  ingredient.  The  autopsy  re- 
vealed the  following:  "  The  infundibula  and  pelvis  of  both  kidneys 
were  greatly  dilated,  and  the  state  of  sacculated  kidney  evidently 
in  process  of  establishment.  Left  kidney  of  natural  size.  Eight, 
one-half  larger,  and  of  darker  color.  Both  showed  depressions  along 
the  surface,  marking  the  interlobular  portions.  Previous  to  section, 
the  cones  could  be  distinctly  felt  as  much  denser  than  the  inter- 
pyramidal  portions,  giving  indeed  the  sensation  of  so  many  little 
tumors  or  nodules.  On  section,  both  were  seen  to  be  pale  and  flac- 
cid, and  evidently  undergoing  a  gradual  process  of  absorption." 
The  bladder  was  somewhat  large  and  thickened;  the  ureter  dilated. 
The  thoracic  and  the  other  abdominal  organs  were  not  diseased. 

1  In  an  appendix  to  the  present  chapter  reference  is  made  to  some  cases  of 
polyuria  (with  records  of  post  mortem  examinations),  in  which  a  minute  quan- 
tity of  sugar  existed  temporarily  in  the  urine. 
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Case  II.  (Dr.  Eade— Beale's  Archives,  1862,  p.  128.)— A  man, 
aged  sixty-two,  had  experienced  excessive  thirst  and  diuresis  for 
twenty  years.  Health  fair,  until  two  years  before  death,  when  it 
began  to  fail,  and  for  the  last  nine  months  he  was  unable  to  work. 
The  quantity  of  urine  often  amounted  to  fourteen  and  sixteen  pints, 
and  had  never  contained  sugar  or  albumen.  There  was  little  •pain 
beyond  a  sense  of  weariness.  The  bowels  were  constipated,  and 
the  stomach  very  irritable  with  frequent  vomiting.  At  length  the 
bladder  became  unable  to  expel  its  contents,  and  a  typhoid  state 
supervened ;  the  stomach  rejected  everything,  and  he  died  exhausted. 

Autopsy. — Both  kidneys  were  diminished  in  size,  deeply  lobed  on 
the  surface,  and  very  dense  to  the  feel  in  the  position  of  the  cones.  On 
section  they  were  seen  to  be  greatly  wasted.  The  cortical  portions 
very  thin,  and  scarcely  to  be  distinguished  from  the  pyramidal. 
The  cones  were  nearly  absent,  or  rather  were  converted  into  dense 
fibrous  tissue,  containing  many  large  cystiform  spaces.  The  mu- 
cous membrane  of  the  pelvis  was  thickened,  fibrous-looking,  and 
darkly  congested.  The  pelvic  cavities  considerably  enlarged.  Ure- 
ters a  little  dilated.  On  microscopical  examination  (by  Dr.  Beale) 
many  of  the  tubes  were  found  narrow  and  much  wasted,  while 
others  were  twice  their  natural  diameters.  The  walls  of  the  tubes 
were  firm  and  thick.  The  capillary  vessels  everywhere  were  sur- 
rounded by  a  considerable  quantity  of  fibrous  material  with  numer- 
ous nuclei.  The  Malpighian  bodies  were,  for  the  most  part,  smaller 
than  in  health.  The  epithelial  cells  were  also  smaller,  as  well  as 
more  numerous  than  in  health,  and  the  tubes  appeared  to  be  dis- 
tended in  many  places  by  their  accumulation.  The  supra-renal 
capsules  were  greatly  diseased,  and  converted  into  flaccid  cysts. 
The  bladder  was  enlarged,  and  its  walls  thin  and  pale.  The  other 
abdominal  organs  were  healthy,  except  perhaps  the  liver,  which 
was  intensely  congested.  In  neither  case  does  the  brain  appear  to 
have  been  examined. 

Case  III.  (Neuffer — cited  in  Magnant's  Thesis.) — A  man,  aged 
twenty-eight.  The  disease  came  on  after  a  drunken  bout.  There  was 
intense  thirst;  the  urine  amounted  to  thirteen  or  fourteen  pints  a 
day ;  specific  gravity  1001  to  1002 ;  without  trace  of  albumen  or 
sugar.  He  emaciated  rapidly ;  had  pain  in  the  epigastrium ;  at  length 
frequent  vomiting;  itching  of  the  skin,  which  was  dry;  enfeebled 
vision.     He  died  in  about  two  months. 

Autopsy. — The  gastric  mucous  membrane  was  pale  and  swollen  ; 
the  kidneys  were  notably  diminished  in  size,  pale,  anaemic ;  the  epi- 
thelium of  the  tubes  fatty;  bladder  contracted,  mucous  membrane  a 
little  tumefied ;  other  organs  healthy. 

Case  IY.  (Dr.  Strange— Beale's  Archives,  1862,  p.  276.)— The  pa- 
tient was  a  farm  laborer,  aged  eighteen,  who  presented  the  appear- 
ance of  a  moderately  stout  lad  of  fifteen.  He  was  admitted  into  the 
Worcester  Infirmary  on  October  19,  1861.  The  skin  and  tongue 
were  natural,  and  the  face  ruddy;  appetite  normal;  thirst  constantly 
excessive ;  bowels  generally  relaxed.  The  urine  amounted  to  about 
twelve  pints  in  the  twenty-four  hours ;  its  specific  gravity  was  1007 ; 
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it  contained  neither  sugar  nor  albumen.  All  the  history  obtainable 
was,  that  the  patient  had  been  a  delicate  and  backward  boy;  that 
he  had  had  this  diuresis  for  a  number  of  years,  and  that  the  medical 
attendant  had  always  affirmed  that  the  urine  did  not  contain  sugar. 

Dr.  Strange,  being  desirous  to  ascertain  whether  the  diuresis  was 
kept  up  by  the  excessive  imbibition  of  fluids  (in  accordance  with  the 
theory  of  Professor  Bennett  and  others),  restricted  the  patient  to  a 
more  moderate  allowance  of  fluids.  A  warm  bath  was  administered 
twice  a  week.  Four  days  after  admission  (October  23)  the  urine 
measured  nine  pints ;  its  specific  gravity  was  1006.  On  the  26th  the 
bowels  were  much  relaxed;  urine  five  pints.  On  the  28th,  a  phos- 
phoric acid  mixture  which  he  had  been  previously  taking  was  omit- 
ted, and  Mist.  Cret.  Co.  given  instead.  On  this  day  the  patient 
complained  for  the  first  time  of  headache,  with  weakness  and  loss  of 
appetite  ;  there  were  also  some  febrile  symptoms.  On  the  29th,  the 
bowels  being  still  relaxed,  5  minims  of  tinct.  opii,  and  half  a  drachm 
of  tinct.  catechu  were  added  to  the  mixture:  On  the  30th  he  became 
drowsy,  with  pain  at  the  back  of  the  head ;  the  diarrhoea  continued 
with  vomiting.  Effervescing  draughts,  with  nitric  ether,  were  now 
administered  in  lieu  of  the  previous  medicines ;  half  an  ounce  of 
brandy  was  given  three  times  a  day,  and  cold  applied  to  the  head. 
On  November  2d,  the  drowsiness  and  sickness  had  abated;  the 
bowels  were  confined ;  the  urine  three  and  a  half  pints,  specific 
gravity  1004.  The  brandy  was  omitted,  and  half  an  ounce  of  castor 
oil  administered.  As  it  now  appeared  that  restricting  the  patient 
in  his  drink  had  resulted  in  mischief,  he  was  allowed  to  take  as  much 
water  or  barley-water  as  he  pleased.  On  November  4th,  in  the 
morning,  he  was  again  drowsy ;  in  the  evening  he  was  seized  with 
convulsions,  and  shortly  afterwards  he  became  comatose  and  insensi- 
ble, with  dilated  pupils  and  stertorous  breathing.  He  was  bled  to 
§x,  and  much  relieved  thereby.  The  coma  ceased,  and  consciousness 
and  speech  returned  in  a  quarter  of  an  hour.  Mustard  was  applied 
to  the  feet,  and  a  draught  containing  tinct.  canthar.  and  sp.  asth. 
nit.,  in  camphor  water,  was  given  every  third  hour,  with  a  view  of 
restoring  the  accustomed  diuresis.  On  the  morning  of  the  5th  he 
was  conscious,  and  still  had  some  headache.  The  diuretic  mixture 
was  continued,  and  a  black  draught  administered  immediately.  On 
the  6th  he  was  again  found  in  a  semi-comatose  state,  the  pupils  were 
dilated,  and  there  was  stertor,  with  sighing  respiration.  Six  leeches 
were  applied  to  the  temples,  mustard  to  the  feet,  and  cold  to  the 
head.     The  coma  became  more  profound,  and  he  died  at  9  p.  m. 

Autopsy. — The  kidneys  were  found  to  be  reduced  to  mere  sacs,  of 
from  twice  to  thrice  the  extent  of  the  healthy  kidney.  There  was 
a  complete  absence  of  all  proper  parenchymatous  substance,  both 
tubular  and  cortical;  the  sacs  being  divided  into  a  number  of  cells 
by  the  intertubular  septa  which  occur  in  the  foetal  state.  The  walls 
and  septa  were  formed  of  strong  fibrous  tissue,  lined  with  what  ap- 
peared rather  serous  than  mucous  membrane,  and  the  cavity  and 
ureters  contained  a  small  quantity  of  the  same  urinous  fluid  which 
had  been  passed  during  life.  The  ureters  were  so  much  dilated  that 
that  on  the  right  side  was  at  first  mistaken  for  the  ascending  colon. 
The  circumference  of  the  ureter  varied  from  three  to  four  and  a  half 
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inches.  The  kidney  and  ureter  of  either  side  "were  almost  precisely 
in  the  same  condition.  The  urine  in  the  ureters  and  sacs  was  tested 
for  urea  by  evaporation  and  nitric  acid,  without  result.  On  closer 
examination  no  proper  kidney  substance  could  be  discovered,  nor 
did  it  appear  that  there  ever  had  been  any  tubular  or  cortical  por- 
tions; here  and  there  were  a  few  hard  cartilaginous  masses  of  very 
small  size,  closely  adherent  to  the  membrane  forming  the  sac.  The 
other  abdominal  and  the  thoracic  organs  were  healthy.  The  brain 
was  not  examined. 

Case  V.— On  the  29th  of  May,  1862,  I  saw,  with  Mr.  J.  Smith,  of 
Stretford  Road,  a  youth  of  sixteen  years  of  age,  who  was  passing  a 
large  quantity  of  a  watery  urine.  He  was  moderately  well  grown, 
exceedingly  emaciated,  weighing  only  78  lb.  Pulse  127  ;  tongue 
glazed,  red  in  the  centre,  and  covered  with  a  yellowish  brown  fur 
at  the  sides.  The  skin  was  dry  and  harsh.  The  patient  was  troubled 
with  intense  and  incessant  thirst,  and  voided  from  nine  to  twelve 
pints  of  urine  daily.  The  appetite  was  bad.  Neither  the  head  nor 
chest  were  the  seat  of  any  subjective  symptoms. 

He  gave  the  following  account  of  himself.  Previous  to  his  present 
illness  he  was  occupied  as  a  clerk  in  a  warehouse,  and  had  enjoyed 
uninterrupted  health  until  three  months  ago.  About  that  time  he 
noticed  that  he  was  getting  thinner  and  weaker,  that  he  drank  a 
great  deal,  and  never  perspired.  These  symptoms  had  undergone 
a  gradual  and  steady  increase,  and  a  fortnight  ago  had  sustained  an 
alarming  aggravation.  The  patient  could,  nevertheless,  still  go 
about,  and  even  take  the  air  for  short  periods.  He  suffered  no  pain 
in  any  part,  but  he  slept  badly,  and  passed  restless  nights.  The 
appetite  had  been  indifferent  from  the  very  beginning,  and  it  was 
now  altogether  lost.  The  bowels  were  moved  almost  daily,  but  there 
was  a  tendency  to  constipation.  Dyspeptic  symptoms — heaviness 
after  food,  flatulence,  and  occasional  vomiting — had  been  noted  from 
the  commencement  of  the  illness,  but  they  did  not  attain  a  great 
severity  at  any  time. 

In  searching  back  among  the  patient's  antecedents  for  any  deter- 
mining cause,  no  fact  of  moment  was  elicited.  The  lad  had  been 
living  in  comfort,  well  clad,  well  fed,  and  well  housed,  with  his 
grown-up  sisters.  No  tuberculous  or  other  family  taint  could  be 
traced.  The  case  had  been  treated  with  morphia,  bismuth,  and  per- 
manganate of  potash,  but  with  no  result  beyond  a  palliation  of  the 
dyspeptic  symptoms. 

The  urine  of  the  twenty-four  hours  was  carefully  collected  and 
measured  on  six  several  occasions,  and  portions  sent  to  me  for  ex- 
amination. The  characters  of  it  were  constant;  it  was  pale  like 
water,  and  the  specific  gravity  varied  from  1002.7  to  1004.  The 
quantity  was  between  nine  and  ten  pints  at  the  time  of  my  visit.  It 
afterwards  increased  to  fourteen  pints  daily.  There  was  neither  al- 
bumen nor  sugar  in  it,  and  its  reaction  was  faintly  acid.  The  quan- 
tity drank  was  found,  on  exact  measurement,  to  be  almost  precisely 
equal  to  the  quantity  of  urine.  The  amount  of  urea  varied  from  0.4 
to  0.55  per  cent.,  and  from  394  to  505  grains  in  the  twenty-four 
hours.     This  was  an  enormous  quantity  for  the  weight  of  the  body. 
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According  to  the  mean  results  tabulated  by  Dr.  Parkes,  the  daily 
secretion  for  his  weight  of  78  lb.  should  only  have  been  275  grains. 

The  patient  continued  without  much  change  beyond  a  progressive 
increase  of  debility  and  loss  of  flesh,  drinking  enormously,  and  void-" 
ing  corresponding  quantities  of  urine,  until  July  5th,  when  he  was 
suddenly  seized  with  convulsions  and  insensibility.  After  the  con- 
vulsions had  ceased,  be  began  to  recover  some  degree  of  conscious- 
ness, and  passed  into  a  semi-comatose  condition,  which  persisted  for 
three  days,  and  then  passed  away.  During  the  period  of  uncon- 
sciousness the  diuresis  diminished  notably;  but  it  returned  imme- 
diately afterwards,  and  the  patient  continued  very  much  as  he  was 
before  the  seizure,  for  a  period  often  days,  when  he  was  again  taken 
with  convulsions  and  insensibility,  and  died  on  the  morning  of 
July  18th. 

Autopsy. — Thirty  hours  after  death.  The  body  was  emaciated  to 
the  last  degree ;  signs  of  incipient  putrefaction  appeared  on  the  ab- 
domen, the  weather  being  warm. 

Chest.  The  heart  was  healthy,  but  very  small;  the  lungs  were 
stuffed  with  crude  tubercle  throughout  their  upper  lobes,  and  several 
small  vomicae  lay  scattered  through  them. 

Abdomen.  Five  tuberculous  ulcers  were  discovered  in  the  small 
intestines ;  some  of  them  had  penetrated  the  mucous  and  muscular 
coats,  and  seemed  ready  to  break  through  the  peritoneum.  There 
was  no  tubercular  deposit  in  the  peritoneum  generally,  nor  any  in 
the  liver  or  spleen. 

The  Kidneys  were  voluminous,  smooth,  flaccid,  and  the  two  to- 
gether weighed  eight  ounces.  On  section  they  showed  no  dispro- 
portion between  the  pyramidal  and  cortical  portions,  nor  any  other 
morbid  change.  Examined  microscopically,  the  tubes  and  cells  ap- 
peared normal. 

Head.  About  two  ounces  of  clear  serum  escaped  from  the  arach- 
noid sac.  The  meninges  were  free  from  tubercle,  and  quite  natural. 
The  ventricles  were  greatly  distended,  and  contained  six  ounces  of 
clear  serum ;  their  parietes  were  macerated,  and  gave  way  with  the 
slightest  traction. 

A  nodule  of  yellow  tubercle,  of  the  size  of  a  hazel-nut,  lay  imbed- 
ded in  the  left  hemisphere,  in  the  border  of  the  longitudinal  fissure, 
midway  between  its  extremities,  and  cropping  out  on  the  surface. 
Another  nodule,  as  large  as  a  garden-bean,  was  found  in  the  poste- 
rior border  of  the  right  half  of  the  cerebellum.  An  undue  vascu- 
larity prevailed  at  a  few  spots  of  the  surface  of  the  encephalon. 
Apart  from  what  has  been  related,  the  brain-substance  was  healthy 
and  of  firm  consistence.  The  floor  of  the  fourth  ventricle  was  espe- 
cially examined;  it  was  pale  and  natural,  with  no  tubercular  mass 
in  its  immediate  vicinity. 

Case  YL— (Mascarel— Gaz.  d.  Hop..  February  23,  1863.)— The 
patient  was  a  man,  aged  fifty,  pale  and  thin,  without  fever,  but  a 
devouring  thirst,  and  a  red  tongue ;  appetite  good,  but  not  voracious. 
He  drank  daily  from  eight  to  ten  pints  of  water,  and  voided  urine 
proportionally.  The  disease  had  existed  eight  months.  Seven  days 
after  entering  the  hospital  he  became  feverish,  at  first  only  in  the 
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night,  then  continuously,  with  nausea,  and  epigastric  tenderness. 
Thirst  was  intense,  but  there  was  no  appetite.  Not  the  least  trace 
of  sugar  or  albumen  existed  in  tbe  urine.  The  urine  showed,  after 
the  fever  became  persistent,  on  cooling,  a  slight  yellowish-white  de- 
posit, not  mucous,  but  as  if  purulent.  This  last  character  was  only 
noticed  two  days  before  death. 

Autopsy. — The  left  kidney  was  more  voluminous  than  the  right; 
and  eight  to  ten  little  abscesses,  varying  from  the  size  of  a  pin's 
head  to  a  small  filbert,  were  found  in  the  cortical  part.  The  smaller 
abscesses  contained  almost  concrete  pus,  and  the  larger  ones  fluid 
pus,  without  any  tubercle.  The  infundibula  were  filled  with  a 
creamy  fluid.  All  the  abscesses  were  near  to  and  reached  the 
surface. 

The  right  kidney  was  of  natural  size,  hypersemic,  and  free  from 
disseminated  abscesses,  but  a  lactescent  fluid  could  be  squeezed  from 
the  pyramidal  portions. 

The  brain  was  not  examined. 

Nature  of  Diabetes  Insipidus. — A  review  of  the  post  mortem  ex- 
aminations just  recorded,  is  sufficient  to  show  that  the  initial 
disorder  in  diabetes  insipidus  must  be  looked  for  elsewhere  than 
in  the  kidneys.  The  diverse  organic  alterations  found  in  the 
kidneys  by  Eade,  N/euffer,  and  Mascarel,  were  evidently  secon- 
dary, and  produced  by  the  irritation  of  the  frequent  micturition 
and  excessive  and  long-continued  diuresis.  Similar  alterations 
are  found  in  the  kidneys  of  persons  dying  of  long-standing  sac- 
charine diabetes.  The  case  of  Dr.  Strange  is  certainly  very 
puzzling;  one  can  only  conceive  a  teleological  reason  for  the 
diuresis,  namely,  the  absolute  necessity  for  an  immense  transu- 
dation of  watery  fluid  to  make  up  for  the  imperfection  of  the 
glandular  apparatus. 

Nor  can  the  disease  be  regarded  merely  as  excessive  thirst  and 
a  vicious  habit  of  profuse  potation.  It  has  been  almost  inva- 
riably found  that  an  enforced  diminution  of  liquids  fails  to  arrest 
the  diuresis,  except  partially.  The  observations  of  Falck, 
N/euschler,  and  Neuffer,  agree  perfectly  in  this :  that  when  the 
supply  of  water  by  the  mouth  is  diminished,  the  quantity  of 
urine  notably  exceeds  the  ingoing  water,  and  thereby  occasions 
dehydration  of  the  tissues,  with  an  intolerable  aggravation  of 
the  symptoms. 

It  may  be  regarded  as  probable  that  the  immediate  anatomical 
cause  of  polyuria  is  a  dilatation  of  the  renal  capillaries,  whereby 
their  walls  are  thinned  and  rendered  favorable  to  increased 
transudation  of  watery  fluid  from  the  blood.     But  how  is  this 
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brought  about  ?     It  is  now  generally  believed  that  the  minute 
bloodvessels  possess  in  their  circular  and  longitudinal  muscular 
coats  a  provision  for  an  active  expansion  as  well  as  an  active 
constriction  of  their  calibre.1     This  provision  is  under  the  con- 
trol of  the  sympathetic  branches  of  nerves  (nervi  vasi-motores), 
and  serves  to  maintain  the  aqueousness  of  the  blood  within  cer- 
tain limits  of  health.     When  the  tissues  and  blood  are  over- 
charged with  water,  the  renal  vessels  expand,  and  permit  a 
copious  transudation  of  an  aqueous  urine ;  when,  on  the  other 
hand,  the  system  is  undercharged  with  water,  they  contract,  and 
thereby  restrict  the  urinary  transudation.     In  diabetes  insip- 
idus this  endowment  seems  greatly  impaired ;  the  renal  capil- 
laries appear  to  resemble  the  iris  in  glaucoma,  which  remains 
in  a  motionless,  semidilated  state,  and  neither  contracts  with 
light  nor  dilates  with  belladonna.     In  polyuric  subjects  the  con- 
tractile power  of  the  renal  vessels  is  apparently  paralyzed ;  and 
the  power  of  regulating  the  urinary  flow  consequently  lost.     If 
a  healthy  person  imbibe  an  excessive  amount  of  water,  he  rapidly 
gets  rid  of  the  overplus  by  a  sudden  and  copious  diuresis,  and 
then  the  secretion  falls  quickly  to  its  ordinary  rate  :  but  a  poly- 
uric subject,  under  similar  conditions,  shows  very  little  immediate 
increase  of  urine,  but  a  steady,  persistent,  though  less  intense, 
augmentation,  lasting  many  hours,  and  which  is  not  succeeded 
by  a  fall  to  the  ordinary  standard.     On  the  other  hand,  if  a 
healthy  person  imbibes  a  lessened  quantity  of  water,  the  dis- 
charge of  urine  falls  in  proportion :  whereas  the  polyuric,  under 
the  same  circumstances,  shows  no  such  adaptation;  he  still  con- 
tinues to  discharge  an  undue  amount  of  urine,  which  necessi- 
tates constant  imbibition  of  new  supplies  of  water  to  prevent 
dehydration  of  the  tissues.2 

On  this  view,  the  primary  cause  of  diabetes  insipidus  must  be 
looked  for  in  some  other  parts  than  the  kidneys;  namely,  in 
some  part  of  the  chain  of  sympathetic  nerves  which  controls  the 
action  of  the  contractile  tissues  of  the  renal  vessels.  This  chain 
extends  from  the  kidneys  to  the  abdominal  ganglia,  thence  to 
the  spinal  cord  and  the  floor  of  the  fourth  ventricle,  where  the 

% 

1  For  a  demonstration  of  the  anatomical  possibility  of  this  endowment  I  must 
refer  to  Schiff' s  ingenious  researches.  See  his  Untersuchungen  iiber  die  Zuck- 
erbildung  in  der  Leber,  p.  92.     "Wurzburg,  1859. 

2  See  Andersohn's  Inaug.  Dissertation. 
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sympathetic  system  seems  to  have  its  centre.  From  above,  this 
centre  receives  impressions  from  the  encephalon. 

This  theory  seems  conformable  both  to  experiment  and  to 
clinical  facts.  Bernard  found  that  by  puncturing  a  certain  spot 
in  the  floor  of  the  fourth  ventricle,  an  augmented  secretion  could 
be  produced  of  a  watery  urine,  containing  neither  sugar  nor 
albumen.  A  large  proportion  of  the  cases  of  diabetes  insipidus 
followed  injuries  to  the  nervous  centres,  or  were  evidently  de- 
pendent on  some  derangement  of  the  nervous  system.  In  the 
case  examined  by  myself,  palpable  disease  of  the  brain  was  found 
after  death,  while  the  kidneys  were  healthy.  In  other  cases,  it 
is  probable  that  the  sympathetic  in  the  abdomen  was  the  point 
orginally  injured.  Among  such  may  be  classed  those  arising 
from  drinking  cold  fluids  while  heated,  and  perhaps  also  those 
following  alcoholic  excesses.  Another  feature  of  the  disease, 
favorable  to  the  theory  of  its  nervous  origin,  is  its  occasional 
sudden  onset  after  events  which  do  not  directly  implicate  the 
urinary  organs ;  and  its  equally  sudden  subsidence  when  a  strong 
impression  is  made  on  the  system  by  an  intercurrent  inflamma- 
tion. The  total  and  unexpected  disappearance  of  the  disease, 
after  continuing  many  months  or  years,  is  more  in  accordance 
with  the  habit  of  neuroses  or  nervous  diseases  than  of  any  other 
maladies.1 

The  diagnosis  of  diabetes  insipidus  lies  on  the  surface.  A  per- 
manent increase  of  the  urine,  without  sugar  or  albumen,  suffices 
at  once  to  define  and  to  identify  it.  But  it  is  evident  from  the 
facts  and  considerations  before  adduced,  that  to  gain  a  useful 
clue  for  treatment,  we  must  attain  to  more  precise  notions  as  to 
the  part  originally  afl'ected — whether  brain,  or  cord,  or  abdo- 
minal ganglia,  and  also  as  to  the  nature  of  the  lesion  in  the 
affected  part. 

The  prognosis  is  less  serious  than  in  saccharine  diabetes; 
nevertheless,  insipid  diabetes  is  a  very  unmanageable  complaint; 
it  generally  resists  treatment,  and  not  unfrequently  runs  a  fatal 
course.  The  gravity  of  the  prognosis  in  a  particular  case  de- 
pends on  the  severity  of  the  general  symptoms,  and  on  the  pres- 
ence or  absence  of  complications.     The  cases  which  affect  the 

1  It  has  been  suggested  by  some  late  writers  that  inosite  might  be  found  in  the 
urine  in  D.  Insipidus,  and  hold  an  important  place  in  its  pathology.  The  recent 
researches  of  Gallois  negative  this  conjecture:  see  Gallois'  essay  De  l'Inosurie. 
Paris,  1864. 
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general  health  the  least,  though  mostly  proving  incurable,  appear 
to  he  those  which  arise  after  inflammatory  complaints,  after 
mental  emotion,  cerebral  injuries,  and  those  which  arise  early  in 
life  without  any  known  cause.  On  the  other  hand,  those  which 
depend  on  organic  disease  of  the  spinal  centres  are  necessarily 
fatal. 

Treatment. — Until  we  obtain  a  better  insight  into  the  pa- 
thology of  these  cases,  our  treatment  must  be  necessarily  empi- 
rical. Hitherto  the  indications  pursued  have  been  confined  to 
efforts  to  subdue  the  more  palpable  symptoms, — the  thirst  and 
diuresis.  The  means  used  for  this  purpose  have  been  various. 
J.  Frank  considered  nitrate  of  potash  in  large  doses  as  a  specific : 
in  some  of  the  recorded  cases  it  proved  of  decided  service ;  in 
others  it  as  completely  failed.  Camphor  and  valerian  were  used 
in  a  number  of  the  French  cases,  and  sometimes  with  success. 
Trousseau  speaks  in  high  terms  of  valerian,  and  cites  the  au- 
thority of  Rayer  as  additional  evidence  of  its  efficacy.  Trous- 
seau gave  it  in  large  doses.  In  one  case,  which  ended  in  com- 
plete and  permanent  recovery  in  four  months,  the  extract  was 
gradually  pushed  to  the  enormous  dose  of  one  ounce  daily;  his 
ordinary  dose  would  appear  to  be  two  and  a  half  drachms  a  day. 
Rayer  obtained  rapid  success  in  a  boy  who  suffered  from  po- 
lyuria, with  emaciation  and  nervous  symptoms,  by  means  of  the 
powder  of  valerian. 

Enforced  abstinence  from  fluids  was  tried  in  a  number  of 
cases:  and,  in  one,  recorded  by  Becquerel,  with  good  effect:  but 
in  nearly  all  the  others  it  was  not  only  unsuccessful,  but  was 
followed  by  decided  aggravation  of  the  general  suffering,  and  in 
some  cases  by  symptoms  of  threatening  or  actual  ureemic  poison- 
ing. The  fate  of  Dr.  Strange' s  patient  is  particularly  instruc- 
tive on  this  point.  In  one  of  my  own  cases  opium  produced 
great  diminution  of  the  thirst  and  diuresis,  but  the  patient's  dis- 
tress was  so  increased  that  I  was  compelled  to  suspend  the  use 
of  the  remedy. 

Among  the  remedies  occasionally  followed  by  success  were 
ergot,  iron,  gall-nuts,  lime-water,  cremor  tartar,  iodide  of  mer- 
cury, and  iodide  of  potassium. 

One  of  the  most  frequent  incidents  in  the  history  of  diabetes 
insipidus  is  the  temporary  suspension  of  the  thirst  and  diuresis 
on  the  occurrence  of  some  intercurrent  febrile  affection,  and  in 
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two  instances  the  suspension  proved  permanent.  A  hint  for 
treatment  may  be  taken  from  this.  The  application  of  a  large 
blister  on  the  nape  of  the  neck  or  the  epigastrium  (according  as 
the  associated  symptoms  and  the  anamnesis  point  to  the  nervous 
or  the  digestive  system),  might  in  some  cases  have  the  same 
beneficial  effect  as  a  spontaneous  inflammation.  In  the  case 
treated  with  opium,  just  alluded  to,  a  blister  to  the  pit  of  the 
stomach  proved  of  more  benefit  than  any  of  the  numerous 
means  previously  employed. 

The  secondary  symptoms — dryness  of  the  skin,  epigastric  and 
lumbar  pains,  &c,  must  be  treated  by  warm  baths,  alkaline 
tonic  infusions,  sedative  and  anodyne  remedies. 


APPENDIX. 

Cases  characterized  by  excessive  diuresis  and  thirst;  urine  of  very  low 
specific  gravity,  but  containing,  or  having  contained,  a  trace  of  sugar. 

Cases  of  this  type  form  an  intermediate  group  between  insipid 
and  saccharine  diabetes;  and  their  existence  completes,  in  an 
exquisite  manner,  the  correspondence  between  the  results  ob- 
tained by  Bernard  from  artificial  injuries  to  different  parts  of 
the  floor  of  the  fourth  ventricle,  and  clinical  observations. 

Two  cases  of  this  class,  following  fracture  of  the  skull,  are  re- 
ported by  Fischer.  (Archives  Gen.,  Oct.  1852.)  In  one,  the  su- 
gar amounted  to  0.32  per  cent.  In  the  other,  in  which  there 
was  voracious  appetite  as  well  as  intense  thirst,  there  was  0.5 
per  cent,  on  the  first  day  after  the  accident,  and  0.6  per  cent,  on 
the  third  day.  The  floor  of  the  fourth  ventricle  was  examined 
in  both  instances  after  death,  and  was  alleged  to  be  healthy ;  in 
the  second  case  (which  terminated  in  tetanus),  the  whole  brain 
and  cerebellum,  so  far  as  could  be  made  out,  were  uninjured. 

A  third  case,  arising  spontaneously,  is  related  by  Trousseau. 
The  disease  had  already  existed  four  years  without  serious  giving 
way  of  the  health.  The  examination  of  the  urine  (by  Bouchar- 
dat)  on  two  occasions,  at  considerable  intervals  of  time,  showed 


DIABETES     INSIPIDUS.  169 

a  trace  of  sugar.  The  quantity  of  urine  varied,  from  12  to  37 
litres  a  day.  Among  the  secondary  symptoms  were  impotence, 
lambar  pains,  and  a  remarkable  tolerance  of  alcoholic  drinks. 
This  man  derived  considerable  benefit,  but  was  not  cured,  by 
valerian. 

A  fourth  case  is  recorded  in  the  Gaz.  des  H6pitaux  for  1861. 
A  man,  set.  35,  was  afflicted  for  many  years  with  polyuria,  pass- 
ing daily  from  10  to  12  pints  of  urine,  sp.  gravity  1001 — 1007. 
He  was  the  subject  of  chronic  phthisis  when  in  the  Hotel  Dieu 
under  Trousseau  in  1861.  There  was  then  not  a  particle  of  su- 
gar or  albumen  in  the  urine;  but  when  he  was  an  inmate  of  the 
H6p.  St.  Antoine,  in  1856,  a  trace  of  sugar  was  found.  Acute 
pulmonary  symptoms  came  on  at  last,  with  purpura.  The  urine 
rapidly  diminished  in  quantity,  and  the  patient  sank.  The  au- 
topsy was  performed  by  Luys.  The  floor  of  the  fourth  ventri- 
cle was  more  vascular  than  natural;  large  vascular  trunks  map- 
ped the  surface;  yellow  spots  were  seen  scattered  over  the  upper 
part,  near  the  crura  cerebri.  Similar  patches  were  found  below 
the  points  of  origin  of  the  radicles  of  the  portio  mollis.  On 
section,  the  whole  gray  substance  was  found  unusually  vascular, 
and  of  a  rosy  hue.  Microscopic  examination  showed  that  these 
alterations  in  color  were  due  to  fatty  degeneration  of  all  the 
nerve-cells  of  the  corresponding  regions. 

A  case  which  may  be  classed  with  these  occurred  to  myself 
some  years  ago.  A  man  of  sixty-five  was  brought  into  the 
Manchester  Infirmary  in  an  apoplectic  fit.  He  died  after  lying 
for  six  hours  in  deep  coma.  During  this  period  he  flooded  the 
bed  with  urine.  After  death  a  large  quantity  of  urine  was  with- 
drawn from  the  bladder.  It  had  a  sp.  gravity  of  1010,  and  con- 
tained a  considerable  quantity  of  sugar.  A  voluminous  clot  was 
found  in  the  brain. 
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The  multiplied  researches  of  recent  years  on  the  occurrence 
of  sugar  or  glucose  in  the  urine,  necessitate  the  adoption  of 
some  classification  of  cases  of  saccharine  urine. 

Cases  of  saccharine  urine  may  be  primarily  divided  into  two 
broad  classes  or  divisions. 

One  class  consists  of  instances  in  which  a  small  quantity  of 
sugar  appears  in  the  urine  for  very  short  periods,  without  rele- 
vant symptoms — the  circumstance  being  a  temporary  and  in- 
cidental consequence  of  some  physiological  or  pathological  ante- 
cedent which  has  little  or  no  affinity  to  diabetes,  as  clinically 
understood.  Belonging  to  this  class  are  examples  of  saccharine 
urine  after  the  administration  of  chloroform,  after  eating  an  ex- 
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cessive  quantity  of  saccharine  and  amylaceous  food,  and  after  a 
paroxysm  of  whooping-cough,  asthma,  or  epilepsy.  These  may 
be  designated  as  cases  of  incidental  glycosuria. 

In  the  other  class  of  cases  the  glycosuria  is  more  intense  ;  it 
constitutes  a  permanent  symptom,  and  persists  for  considerable 
periods  of  time,  and  is  associated  with  a  serious  departure  from 
health.     To  this  class  alone  is  the  term  diabetes  at  all  applicable. 

This  second  class  again  is  divisible  into  two  groups.  In  the 
first,  the  glycosuria  is  persistent  and  intense,  and  the  flow  of 
urine  is  greatly  increased :  this  state  of  urine  is  associated  with 
thirst,  debility,  emaciation,  and  a  train  of  grave,  fatally-tending 
symptoms,  which  constitute  a  familiar,  easily  recognized  clini- 
cal unity.  This  is  the  classical  diabetes  of  authors,  and  to  this 
the  name  diabetes  was  limited,  before  our  more  refined  and 
ready  analyses  disclosed  the  presence  of  sugar  in  the  urine  in  a 
number  of  other  and  different  states. 

The  second  group  embraces  those  less  serious  types  in  which 
sugar  is  present  in  the  urine,  sometimes  abundantly,  sometimes 
scantily,  sometimes  persistently,  sometimes  intermittently;  al- 
ways with  a  weakly  condition  of  health,  but  without  thirst  or 
conspicuous  emaciation,  often  indeed  with  corpulence  ;  without 
any,  or  only  slight,  increase  in  the  quantity  of  urine,  and  with- 
out that  fixed  tendency  to  death  which  stamps  the  first  group — 
occurring  also  generally  in  advanced  years,  or  at  least  beyond 
the  time  of  early  manhood.  Some  of  these  milder  types  of  gly- 
cosuria will  be  separately  noticed  at  the  end  of  the  present 
chapter. 

ETIOLOGY   OF   DIABETES    MELLITUS. 

In  the  decade  1851-60,  4546  deaths  from  diabetes  were  regis- 
tered in  England  and  Wales,  being  an  annual  average  of  454. 
Of  the  total  number,  3032  were  males,  and  1514  females,  show- 
ing that  diabetes  is  twice  more  common  in  men  thau  women. 
Up  to  the  age  of  puberty,  the  two  sexes  appear  to  be  equally 
liable  to  diabetes ;  but  from  that  period  on  to  old  age  the  lia- 
bility of  the  male  sex  maintains  an  increasing  ratio,  as  may  be 
seen  from  the  following  table  : 


172 


DIABETES    MELLITUS. 


Table  showing  the  number  of  Deaths  from  Diabetes,  at  different  periods  of 
life,  in  the  two  sexes.1 


PERIOD    OF    LIFE. 


Deaths  in  males,  . 
Deaths  in  females, 

Total  males  and  fe- 
males,    .    .    .    . 


Under 

5 
years. 

5—10 
years. 

10—15 
years. 

15—25 
years 

25—35 
years 

35—45 
years. 

45—55 
years. 

55—65 
years 

65—75 
years. 

75  yenrs 

and 
upw'ds. 

All 
ages. 

28 
23 

40 
42 

97 

78 

378 
220 

468 
282 

502 
261 

550 
247 

500 
191 

364 
144 

105 
26 

3032 
1514 

51 

82 

175 

598 

750 

763 

797 

691 

508 

131 

4546 

Diabetes  prevails  chiefly  among  young  and  middle-aged  adults. 
It  is  rare  under  five  years  of  age.  The  youngest  example  that 
has  come  under  my  notice  was  a  boy  of  three  years ;  but  in  the 
Registrar-General's  Reports  for  1851-60,  ten  deaths  from  diabetes 
under  the  age  of  one  year  are  registered,  and  as  many  as  thirty- 
two  under  the  age  of  three  years.  The  mortality  from  diabetes 
attains  its  maximum  between  the  ages  of  twenty-five  and  sixty- 
five  years,  and  maintains  itself  between  these  epochs  with  tol- 
erable uniformity.  In  extreme  old  age  deaths  from  diabetes 
are  more  rare,  not  only  absolutely,  but  as  compared  to  the  mor- 
tality from  all  causes. 

The  development  and  exercise  of  the  sexual  functions  appear 
to  have  a  marked  effect  in  increasing  the  liability  to  diabetes 
in  both  sexes  :  and  the  diminished  frequency  of  the  disease  in 
women  after  the  age  of  forty-five  (as  compared  with  men)  cor- 
responds with  the  earlier  decline  of  the  sexual  activity  in  the 
female  sex.  The  maximum  mortality  in  males  is  between  forty- 
five  and  fifty-five  years ;  in  females,  between  twenty-five  and 
thirty-five  years. 

Urban  and  manufacturing  districts  suffer  more  from  diabetes 
than  rural  districts.  If  we  take  London,  Lancashire,  and  the 
"West  Riding  of  Yorkshire,  as  representing  the  former,  we  shall 
find  that  they  had  a  mortality  from  diabetes  of  2.5,  3.2,  and  4.1, 
respectively,  for  every  100,000  inhabitants,  in  the  year  1860; 
while  Wales  and  the  South  Midland  Counties,  which  are  mostly 
agricultural,  had,  in  the  same  year,  a  mortality  from  diabetes  of 
1.2  and  1.5,  respectively,  per  100,000  inhabitants.  The  differ- 
ence does  not  depend  on  the  greater  general  mortality  in  urban 


1  Constructed  from  the  Registrar-General's  Reports,  for  1851-60,  for  England 
and  "Wales.     Mean  population  for  the  decade,  19,000,000. 
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populations.  For  if  we  take  the  proportion  of  deaths  from 
diabetes,  and  compare  them  with  the  deaths  from  all  causes,  we 
shall  find  that,  for  every  1000  deaths  from  all  causes,  there  were" 
1.1  deaths  from  diabetes  in  London,  1.4  in  Lancashire,  and  1.8 
in  the  "West  Riding :  whereas  in  Wales  the  proportion  was  only 
0.6,  and  in  the  South  Midland  Counties  0.8. 

Hereditary  influence  is  not  a  prominent  predisposing  cause  of 
diabetes.  There  are,  however,  a  number  of  instances  on  record 
in  which  the  disease  has  run  in  families.  Seegen  mentions  a 
brother  and  sister  who  were  both  diabetic.  A  short  time  ago  I 
had  under  my  care  an  uncle  and  niece  similarly  affected.  I  have 
also  a  note  of  a  family  of  eight  children,  all  of  which  became 
diabetic,  though  the  parents  were  healthy.  Sir  H.  March1  refers 
'to  a  family  in  which  diabetes  could  be  traced  to  the  second  gen- 
eration, and  to  another  family  in  which  it  could  be  traced  through 
four  generations.  Diabetic  patients  have  frequently  been  ob- 
served to  belong  to  families  in  which  phthisis  and  epilepsy  pre- 
vailed. One  of  my  patients  was  one  of  four  survivors  out  of  a 
family  of  twenty-five ;  twenty  of  these  had  died,  after  reaching 
adult  age,  of  lingering  complaints  with  great  emaciation,  pro- 
bably phthisis  or  diabetes. 

Exciting  Causes. — The  exciting  cause  of  diabetes  is  often  ob- 
scure. In  a  considerable  number  of  cases  the  disease  has  broken 
out  soon  after  exposure  to  wet  and  cold ;  in  others  after  copious 
drinking  of  cold  fluids  while  in  a  heated  state.  Cases  arising 
from  cold  generally  present  a  train  of  neuralgic,  or  so-called 
rheumatic  symptoms,  before  the  breaking  out  of  the  thirst  and 
diuresis.  Excessive  use  of  saccharine  and  amylaceous  articles  of 
food,  antecedent  acute  febrile  diseases,  abuse  of  alcoholic  drinks, 
have  all  been  noted  as  probable  exciting  causes  of  diabetes. 

The  disease  is  sometimes  traced  to  a  violent  mental  emotion. 
In  one  of  my  patients  it  followed  on  distress  of  mind  caused  by 
an  unjust  suspicion  of  theft;  in  another  it  followed  the  burning 
down  of  his  place  of  business;  in  a  third  it  was  attributed  to 
anxiety  attendant  on  a  chancery  suit.  Rayer  mentions  a  case  of 
diabetes  coming  on  after  a  violent  fit  of  anger,  and  Landouzy 
another  after  violent  grief.2 

1  Dublin  Quarterly,  1854,  p.  17,  note. 

2  It  has  been  alleged  that  diabetes  may  follow  the  bites  of  rats  and  venomous 
serpents.  An  examination  of  the  facts  on  which  this  allegation  is  based  shows 
it  to  be  without  probable  foundation. 
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Organic  diseases  of  the  brain  and  cord  have,  of  late  years,  been 
shown  to  be  occasionally  the  exciting  cause  of  diabetes.  These 
cases  are  of  special  interest  as  bearing  on  the  discoveries  of  Ber- 
nard, SchifF,  and  Pavy,  on  the  artificial  production  of  glycosuria 
in  animals  by  cutting  or  puncturing  various  parts  of  the  nervous 
system.  Pavy  cites  the  following  examples :  A  late  alderman 
of  the  city  of  London  was  seized  with  cerebral  hemiplegia. 
"His  urine  was  tested  by  Dr.  Barlow  at  the  period  of  the  attack 
and  found  to  be  free  from  sugar.  There  had  also  been  nothing 
from  the  symptoms  and  history  to  lead  to  the  suspicion  that 
sugar  would  be  found.  Shortly  afterwards,  however,  strongly 
marked  diabetes  set  in.  A  member  of  the  medical  profession, 
who  was  seen  by  Dr.  Gull,  was  seized  at  the  age  of  fifty-two 
with  an  apoplectic  fit,  from  which  he  recovered,  with  hemiplegia, 
however,  of  the  left  side  of  the  body  remaining  behind.  Five 
weeks  after  the  fit,  this  person,  who  had  never  previously  pre- 
sented any  symptoms  of  diabetes,  began  rapidly  to  emaciate, 
which  led  to  an  examination  of  the  urine  being  made.  A  highly 
saccharine  state  of  it  was  found  to  exist."     (P.  124.) 

E.  Fritz  has  collected  an  interesting  series  of  cases  of  diabetes 
associated  with  various  other  organic  diseases  of  the  brain  and 
cord  (cerebral  softening,  tumors  of  the  pia  mater,  general 
paralysis,  and  myelitis). 

Still  more  numerous  are  the  cases  in  which  diabetes  has  fol- 
lowed external  injuries  to  the  brain  and  other  parts.  Dr.  Goolden1 
has  published  a  series  of  such  examples;  and  P.  Fischer  has 
increased  the  list  to  twenty-one  cases,  and  ably  analyzed  them. 
The  injuries  consisted  of  blows  and  falls  on  the  forehead,  vertex, 
and  occiput — sometimes  with  and  sometimes  without  fracture 
of  the  skull.  In  some  instances  there  was  temporary  loss  of 
consciousness,  in  others  not. 

In  addition  to  cases  of  violence  directly  affecting  the  brain,  a 
large  number  (twenty-two  cases)  are  cited  by  Fischer  of  blows 
on  the  face,  fractures  of  the  vertebrae,  blows  on  the  loins,  the 
thorax,  the  abdomen,  contusions  of  the  kidneys  and  liver,  vio- 
lent efforts,  &c,  which  have  been  followed  by  diabetic  symptoms. 

Some  of  these  traumatic  cases  were  examples  of  confirmed 
diabetes  of  the  ordinary  type,  and  ran  a  fatal  course.     Others 

1  Lancet,  June  and  July,  1854,  and  Med.  Times,  Dec.  1854. 
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were  of  much  milder  type,  transitory  in  their  duration,  passing 
away  on  the  subsidence  of  the  cerebral  symptoms.  In  some  of 
them  the  diabetic  symptoms  commenced  at  the  time  of  the  acci-" 
dent,  or  shortly  after;  in  others,  not  until  some  months  had 
elapsed  after  the  injury. 

In  a  certain  proportion  of  the  traumatic  cases  (eight  out  of 
forty-three  collected  by  Fischer)  the  urinary  disorder  consisted 
of  simple  polyuria. 

It  is  probable  that  in  all  the  traumatic  cases  the  injury  (how- 
ever different  its  seat)  implicated  some  part  of  the  sympathetic 
nervous  system,  either  within  the  cranium  or  spinal  cord,  or  in 
its  peripheral  distribution. 


SYMPTOMS. 

The  invasion  of  diabetes  is  generally  insidious.  The  disease 
is  seldom  recognized  until  it  has  existed  some  weeks  or  months. 
The  initial  symptoms  (malaise  and  slight  emaciation)  pass  un- 
noticed, because  the  appetite  continues  good ;  but  the  patient's 
suspicions  are  at  length  aroused  by  the  increasing  frequency  of 
the  calls  to  make  water,  and  an  incommodious  thirst.  The 
disease  sometimes,  however,  attains  a  high  intensity  in  a  few 
weeks.  In  one  of  my  cases  as  much  as  fifteen  pints  of  urine  a 
day  were  secreted  in  the  third  week. 

As  the  disease  advances,  it  assumes  its  characteristic  features. 
The  thirst  becomes  insatiable,  the  appetite  excessive  or  vora- 
cious, the  skin  harsh,  dry,  and  scurfy;  the  patient  emaciates; 
the  countenance  wears  an  appearance  of  suffering,  and  the  fea- 
tures are  drawn ;  a  distressing  sinking  is  felt  at  the  pit  of  the  sto- 
mach ;  the  tongue  is  glazed  and  furrowed ;  a  scanty,  tenacious 
mucus  gathers  in  the  mouth,  which  is  parched  and  clammy;  the 
urine  rises  to  eight,  twelve,  or  more  pints  in  the  twenty-four 
hours ;  this  urine  is  of  a  pale  straw  color ;  its  density  varies 
from  1035  to  1045  or  higher ;  and  it  contains  a  large  proportion 
of  sugar ;  the  virile  powers  fail ;  and  the  mental  faculties  lose 
their  wonted  vigor. 

If  the  malady  proceeds  unchecked,  these  symptoms  increase 
in  intensity.  The  emaciation  and  loss  of  strength  attain  an  ex- 
treme degre;  pulmonary  symptoms  resembling  those  of  pththisis 
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often  make  their  appearance,  and  advance  with  alarming  rapid- 
ity; or  colliquative  diarrhoea  sets  in ;  hective  fever  is  established ; 
the  urine  now  diminishes  in  quantity,  perhaps  loses  its  sugar 
and  becomes  albuminous;  the  legs  become  oedematous;  and  the 
unfortunate  sufferer  is  at  length  released,  often  very  suddenly, 
either  by  sheer  exhaustion,  or  he  is  carried  off  by  one  of  the 
numerous  complications  of  the  disease. 

Some  of  these  symptoms  require  a  more  detailed  consideration. 

The  urine. — The  essential  features  of  the  urine  in  diabetes  are 
its  excessive  quantity  and  the  presence  of  sugar.  The  propor- 
tion of  the  latter  varies  from  8  to  12  per  cent.  It  is  chemically 
identical  with  grape-sugar,  or  glucose.  The  quantity  excreted 
daily  ranges  from  15  to  25  ounces ;  but  it  may  amount  to  two 
pounds  or  more,  or  fall  to  an  ounce  or  less.  The  proportion  of 
sugar  is  always  increased  after  food,  and  diminished  after  fasting. 
After  the  use  of  starchy  or  saccharine  substances,  the  increase 
is  much  greater  than  after  animal  food.  In  many  of  the  milder 
cases,  and  probably  in  the  earliest  stages  of  all,  the  urine  be- 
comes free  from  sugar  when  starch  and  sugar  are  entirely  with- 
drawn from  the  diet ;  but  in  confirmed  cases  the  urine  still 
continues  saccharine — though  in  greatly  diminished  intensity — 
when  the  diet  is  purely  animal,  and  even  when  no  food  at  all  is 
taken.  In  this  last  case  the  sources  of  the  sugar  are  necessarily 
the  tissues  of  the  body. 

The  density  of  diabetic  urine  usually  fluctuates  a  few  degrees 
above  or  below  1040;  it  may  rise  to  1055  or  1060,  or  sink  to  1015. 

Intercurrent  inflammatory  or  febrile  attacks  cause  the  sugar 
to  diminish,  or  even  to  temporarily  disappear.     Toward  the  ap- 
'  proach  of  death  a  similar  diminution  is  observed. 

The  quantity  of  the  urine  oscillates  usually  between  8  and  15 
pints  daily ;  but  it  has  been  known  to  exceed  32  pints.  When 
the  diet  is  restricted  to  animal  food,  the  urine  is  generally  re- 
duced to  four  or  five  pints  a  day.  The  quantity  of  the  urine  is 
about  equal  to  the  liquids  imbibed.  The  opinions  formerly 
held,  that  the  urine  exceeded  the  ingested  liquids,  and  that  the 
body  absorbed  water  through  the  lungs  and  skin,  or  generated 
it  de  novo  from  the  elements  of  the  food  and  tissues,  are  quite 
unsupported  by  more  rigid  observations  of  recent  date. 

When  the  flow  is  considerable  the  urine  has  a  very  pale  straw 
tint,  and  a  peculiarly  bright  aspect.     It  speedily  becomes  opal- 
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escent  when  exposed  to  the  warm  air,  and  in  a  few  hours  fer- 
ments, with  abundant  disengagement  of  gas  and  production  of* 
sporules  and  filaments  of  the  yeast  plant.  These  latter  form  a 
white  flour-like  deposit  in  diabetic  urine  after  it  has  been  kept 
awhile. 

When  the  flow  does  not  exceed  four  or  five  pints,  the  color 
and  general  appearance  of  the  urine  are  natural. 

With  regard  to  the  ordinary  constituents  of  the  urine  no  par- 
ticular alteration  takes  place  in  their  rate  of  excretion  beyond 
a  diminution  of  their  proportion  to  the  water,  and  (generally) 
some  absolute  increase  of  their  quantity.  Very  contradictory 
statements  have  appeared  on  this  point ;  but  the  more  trust- 
worthy observations  appear  to  support  the  above  conclusion, 
especially  with  respect  to  urea.  Uric  acid  is  often  difficult  to 
detect,  owing  to  the  immense  proportion  of  water;  but  it  is  not 
really  absent,  as  has  been  alleged ;  and  when  the  volume  of  the 
urine  is  reduced  to  four  or  five  pints  a  day,  uric  acid  frequently 
forms  an  abundant  deposit  of  large  dark-reel  crystals.  More 
rarely  I  have  observed  oxalate  of  lime ;  and  in  one  instance  a 
persistent  deposit  of  crystallized  phosphate  of  lime. 

The  presence  of  a  small  quantity  of  albumen,  and  even  of 
blood,  is  not  uncommon  in  advanced  cases,  and  constitutes  an 
untoward  sign.  In  a  gouty  old  gentleman,  who  was  passing  four 
pints  of  a  moderately  saccharine  urine  a  day,  I  detected  (in  ad- 
dition to  a  little  albumen)  transparent  fibrinous  casts  of  the  urin- 
iferous  tubes. 

Thirst  is  one  of  the  earliest  and  most  persistent  symptoms  of 
diabetes,  and  has  often  led  to  its  detection.  Diabetic  patients 
will  generally  drink  from  8  to  12  pints  a  day ;  but  sometimes 
they  imbibe  as  much  as  25  and  35  pints  a  day.  Nevertheless, 
this  enormous  potation  does  not  suffice  to  quench  the  intolerable 
thirst — nay,  it  seems  even  to  intensify  it.  A  perpetual  painful 
dryness  of  the  mouth  and  fauces  remains  in  spite  of  a  deluge  of 
water.  Patients  have  even  been  known  to  drink  their  own  urine 
to  allay  their  craving  for  fluids. 

The  immediate  cause  of  the  thirst  is,  probably,  the  existence 
of  sugar  in  the  blood.  This  crystalline  substance,  like  any  other 
crystalloid,  creates  a  demand  for  water  to  effect  its'  dissolution 
and  elimination  from  the  body.     On  the  other  hand  the  con- 
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sumption  of  large  quantities  of  water  seems  to  aggravate  the 
disease,  by  accelerating  the  disintegration  of  the  tissues. 

Inordinate  appetite  is  not  nearly  so  constant  a  symptom  as  ex- 
cessive thirst;  and  in  the  course  of  the  complaint  there  is  not 
unfrequently  complete  anorexia.  Toward  the  fatal  termination 
a  loathing  for  food  of  every  sort  often  prevails,  and  is  accompa- 
nied by  rapid  sinking  of  the  powers  of  life. 

Emaciation  is  generally  a  prominent  symptom;  and  the  degree 
of  it  is  proportional  to  the  intensity  and  duration  of  the  disease. 
The  disappearance  of  fat  is  probably  not  without  direct  connec- 
tion with  the  unnatural  transformation  of  the  amyloid  substance 
of  the  liver  into  sugar;  as  it  seems  highly  probable  that  the  nor- 
mal destination  of  this  is,  partly  at  least,  to  nourish  the  adipose 
tissues  of  the  body.  Emaciation  is,  however,  not  an  invariable 
concomitant  of  diabetes.  One  of  my  patients  weighed  over  15 
stone,  though  he  had  been  voiding  daily  12  pints  of  a  highly 
saccharine  urine  for  some  months.  One  of  Prout's  diabetic  pa- 
tients weighed  23  stone  !  This  obese  class  of  cases  are  markedly 
less  severe,  and  of  more  hopeful  prognosis  than  the  generality. 

The  emaciation  is  not  confined  to  the  fatty  tissues :  the  muscles 
become  atrophied,  and  even  the  heart  itself.  The  enormous  flow 
of  fluid  through  the  kidneys  explains  to  some  extent  the  exces- 
sive emaciation  of  diabetic  patients;  for  it  has  been  shown  by 
Genth,  Bocker,  and  Mosler,  that  simple  transudation  of  water 
through  the  body  increases  the  disintegration  of  the  tissues,  and 
induces  rapid  loss  of  weight,  unless  the  deficiency  be  made  up 
by  increased  supplies  of  food.  In  diabetes,  notwithstanding  the 
enormous  amount  of  aliments  ingested,  the  defective  state  of  the 
digestive  organs  prevents  the  possibility  of  suitable  compensa- 
tion by  increasing  the  supply  from  without.  In  agreement  with 
this  view,  it  is  found  that  when  the  flow  of  urine  in  diabetic  pa- 
tients is  brought  down  by  appropriate  treatment  to  three  or  four 
pints  a  day,  there  is  usually  no  further  loss  of  weight,  or  even 
the  patient  recovers  some  of  what  he  has  lost,  though  the  urine 
still  continue  saccharine. 

Dryness  of  the  skin  is  a  usual  and  very  unpleasant  symptom 
of  diabetes,  and  its  intensity  is  proportional  to  the  diuresis. 
Some  diabetic  patients,  however,  sweat  freely  throughout  their 
complaint ;  others  only  begin  to  sweat  on  the  advent  of  hectic 
fever. 
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The  prevalence  of  boils  is  a  curious  occasional  coincidence  of 
saccharine  urine.  In  a  gentleman  recently  under  my  care,  suc- 
cessive crops  of  boils  were  the  earliest  symptom  of  the  disease.. 
Sometimes  they  constitute  veritable  furunculi,  and  as  many  as 
twenty-two  have  been  counted  at  the  same  time  on  a  diabetic 
patient.  They  may  even  be  the  immediate  cause  of  death. 
Other  cutaneous  affections  are  sometimes  seen,  but  less  fre- 
quently than  boils,  namely,  psoriasis  and  impetigo. 

An  erythematous  and  excoriated  condition  of  the  urethral 
orifice  (due  to  the  irritation  of  the  saccharine  urine)  is  occasion- 
ally a  source  of  great  discomfort;  and  in  the  female,  heat  and 
itching  about  the  vulva  is  a  common  and  distressing  symptom. 

Dr.  Garrod  states  that  oedema  of  the  legs  is  a  constant  feature 
in  diabetes.  It  certainly  is  very  common;  and  the  flat  surfaces 
of  the  tibiae  can  nearly  always  be  made  to  pit  on  firm  pressure, 
even  when  no  fulness  exists  about  the  ankles.  I  am  satisfied, 
however,  that  this  pitting,  when  very  slight,  is  not  due  to  oedema, 
but  rather  to  the  soft  atonic  state  of  the  subcutaneous  tissues. 

Ascites  and  oedema  of  the  arms  and  hands  occurred  in  one  of 
my  cases.  Ascites  is  also  mentioned  in  one  case  by  Fischer, 
where  the  disease  was  complicated  with  cataract. 

The  dryness  of  the  mouth  usually  corresponds  to  that  of  the 
general  surface.  The  tongue  is  commonly  red,  preternaturally 
clean,  cracked,  and  denuded  of  epithelium.  In  the  less  severe 
cases,  or  when  amelioration  has  been  brought  about  by  treat- 
ment, the  tongue  is  moist,  and  coated  with  a  thin  yellowish- 
white  fur.  In  the  majority  of  diabetic  patients  the  teeth  are 
gradually  destroyed  by  caries;  and  the  gums  become  spongy, 
swollen,  loosened  from  the  teeth,  and  liable  to  bleed.  The  de- 
struction of  the  teeth  is  attributed  by  Falck  to  the  excessive 
acidity  of  the  saliva,  due  to  the  generation  of  lactic  acid  from 
the  sugar  present  in  the  secretions  of  the  mouth.  Sometimes, 
however,  the  teeth  are  preserved  perfectly,  in  persons  who  have 
been  diabetic  for  many  years. 

The  digestive  organs  rarely  bear  the  unnatural  strain  put  upon 
them  by  the  excessive  feeding  of  diabetic  patients,  without  at 
length  resenting  the  ill-usage.  Epigastric  pains  and  a  sense  of 
sinking  at  the  scrobiculus  cordis,  flatulence,  and  occasional 
vomiting,  are  the  most  common  symptoms.  As  a  rule,  the 
bowels  are  constipated,  and  require  artificial  aid  to  promote 
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their  action.  The  feces  are  generally  pale.  In  advanced  cases 
diarrhoea  not  unfrequently  occurs,  sometimes  of  a  dysenteric 
character.  This  is  a  formidable  and  generally  speedily  fatal 
complication. 

The  mental  state  suffers  a  marked  alteration  in  confirmed 
cases ;  but  the  degree  and  type  of  it  varies  a  good  deal.  The 
change  most  commonly  observed  is  a  heaviness  and  apathy,  a 
disinclination  to  mental  and  bodily  exertion,  sometimes  a  posi- 
tive drowsiness.  The  natural  firmness  of  the  character  gives 
place  to  a  deplorable  pusillanimity  and  a  want  of  moral  sense, 
which  are  foreign  to  the  individual  in  a  state  of  health.  Persons 
who  previously  had  been  above  every  equivocation  or  conceal- 
ment, resort  to  petty  cunning  and  positive  untruthfulness  to 
deceive  their  medical  attendant  as  to  their  food  and  drink. 
Nevertheless,  the  intelligence  itself  is  not  troubled,  and  con- 
tinues clear  to  the  end. 

The  sexual  functions  undergo  a  notable  declension  of  vigor  in 
advanced  cases ;  and  there  is  frequently  actual  impotence  from 
failure  of  the  power  of  erection.  This  defect,  however,  is  not 
a  permanent  one  :  and  if  amelioration  take  place  the  virile 
powers  return  early.  Exceptions  to  this  rule  also  occur.  Dr. 
Prout  mentions  an  instance  of  a  confirmed  diabetic,  who  mar- 
ried and  had  two  children,  though  the  saccharine  condition  of 
the  urine  still  persisted. 

The  blood,  as,  might  have  been  expected,  is  unnaturally  charged 
with  sugar  in  diabetes.  It  has  been  found  in  the  proportion  of 
from  0.3  to  0.5  per  cent.  From  the  blood,  sugar  finds  its  way 
into  all  the  tissues  and  fluids  of  the  body.  Sugar  has  been 
found  in  the  feces,  the  sweat,  the  humors  of  the  eye,  the  tears, 
the  saliva,  and  the  gastric  juice. 

COURSE,    DURATION,    TERMINATION. 

Diabetes  is  an  essentially  chronic  disease;  its  course  is  mea- 
sured by  months  and  years.  The  ordinary  duration  of  diabetes 
is  from  one  to  three  years.  Sometimes  the  disease  runs  a  rapid 
course  and  terminates  in  a  few  months  or  weeks.  The  most 
rapid  example  which  I  have  seen  was  a  child  of  three  years,  who 
died  in  three  weeks.  Becquerel  mentions  the  case  of  a  boy  of 
nine  years  who  died  in  six  days.     On  the  other  hand,  cases 
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sometimes  run  on  for  six,  eight,  or  ten  years.  The  following 
table  shows  the  duration  of  diabetes  in  100  fatal  cases,  collected 
by  Griesinger : 
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The  progress  of  diabetes  is  usually  equable  and  continuous ; 
but  cases  are  met  with,  not  very  unfrequently,  in  which  the 
symptoms  intermit — the  saccharine  state  of  the  urine  ceasing 
and  recurring  at  intervals.  Dr.  Bence  Jones1  has  published  an 
account  of  several  such  cases  in  old  persons ;  and  I  have  en- 
countered three  similar  ones  in  my  own  practice.  These  will 
be  again  noticed  among  the  milder  types  of  the  disease.  Girard 
records  an  example  of  intermittent  diabetes  in  a  girl  of  eigh- 
teen.2 

If  diabetes  does  not  terminate  through  one  of  its  complica- 
tions, the  patient  becomes  gradually  drowsy,  and  finally  dies 
comatose — sometimes  with  the  occurrence  of  convulsions.  Not 
unfrequently  death  is  at  the  last  sudden.  One  of  my  patients 
fell  back  dead  while  eating  his  dinner. 

The  symptoms  sometimes  begin  suddenly,  and  not  insidiously. 
Not  unfrequently  too,  the  symptoms  are  much  more  violent  in 
the  first  few  months  than  at  a  later  period,  when  the  disease  has 
become  confirmed.  When  diabetes  has  already  existed  two  or 
three  years  the  thirst  and  voracity  rarely  maintain  their  primi- 
tive intensity.  This  change  from  a  more  acute  to  a  more  chronic 
state  must  not,  of  course,  be  mistaken  for  a  real  improvement. 


COMPLICATIONS. 

The  complications  of  diabetes  assume  a  prominent  place  in 
its  history,  inasmuch  as  the  disease  only  exceptionally  proves 


1  Med.  Chir.  Trans.,  vol.  xxxvi. 


2  Union  Med.  1855. 
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fatal  solely  through  its  own  intensity.  More  frequently  an  inter- 
current disorder  supervenes,  which  carries  off  the  patient.  The 
most  common  and  formidable  complication  is  pulmonary  tuber- 
cle, which  affects  nearly  one-half  of  the  cases  protracted  to  the 
third  year.  The  pulmonary  disease  runs  the  course  of  rapid 
phthisis.  A  low  and  fatal  type  of  inflammation  is  also  liable  to 
arise  in  the  lungs,  pleura,  or  peritoneum.  In  every  tissue  of 
the  body  there  exists  a  tendency  to  asthenic  inflammation,  apt 
to  run  on  to  abscess,  diffuse  suppuration,  sloughing,  phagedenic 
ulceration,  or  gangrene. 

The  occurrence  of  boils  and  carbuncles  in  diabetic  patients 
has  long  been  known.  The  statement  of  Prout  that  sugar  is 
always  present  in  the  urine  of  patients  suffering  from  boils,  is 
certainly  incorrect.  Dr.  Goolden  mentions  the  case  of  a  medi- 
cal man,  long  diabetic,  who  had  an  enormous  anthrax,  on  the 
nucha,  which  compromised  his  life.  He  recovered,  however, 
from  the  anthrax,  and  with  its  disappearance  the  sugar  departed 
from  the  urine.  P.  Frank  cites  an  almost  similar  case.  Phil- 
lipeaux  and  Vulpian  (Gaz.  Hebd.  Dec.  6,  1861)  relate  an  ex- 
ample of  anthrax  in  a  hemiplegic  patient  who  was  not  previously 
diabetic.  During  the  suppuration  of  the  anthrax  the  urine  be- 
came strongly  saccharine ;  but  ceased  to  be  so  when  the  anthrax 
cicatrized. 

Gangrene  of  the  lower  extremities,  resembling  gangrsena 
senilis,  has  been  several  times  observed  in  diabetes.  Sir  H. 
Marsh1  mentions  the  case  of  a  lady,  about  seventy  years  of  age, 
suffering  from  diabetes  of  long  standing,  who  was  carried  off 
.suddenly  with  gangrene  of  the  foot  and  leg.  On  examination 
an  obstruction  was  found  in  the  iliac  artery.  Dr.  Colles  (quoted 
by  Marsh)  had  seen  two  similar  cases  of  obstructed  arteries,  and 
fatal  gangrene  in  diabetes.  In  1845,  Carmichael  presented  to 
the  Pathological  Society  of  Dublin  two  cases  of  senile  gangrene 
of  the  lower  limbs  in  diabetic  patients.2  Marchal  de  Calvi  has 
drawn  attention  to  the  same  subject  more  recently,  and  pub- 
lished four  new  cases.  Additional  cases  have  also  been  brought 
forward  by  Ho'dgkin,  Landouzy,  Champouillon,  Billiard,3  and 
others. 

1  Dublin  Quarterly,  1854.  2  Med.  Gaz.  1846,  p.  110. 

3  See  Charcot,  Gaz.  Hebd.  Aug.  1861 ;  and  Dr.  Hodgkin,  Assoc.  Med.  Journ. 
1854.  The  whole  subject  is  treated  exhaustively  by  Marchal  de  Calvi  in  his  re- 
cent work,  cited  at  the  head  of  this  chapter. 
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Defects  of  sight  in  connection  with  diabetes  have  of  late  years 
attracted  a  good  deal  of  attention.  They  consist  either  in  an 
enfeeblement  of  vision  (amblyopia),  or  cataract. 

Amblyopia  occurs,  according  to  Bouchardat,  in  about  a  fifth 
of  the  cases  of  diabetes.  Generally  speaking,  it  is  slight  in  de- 
gree and  temporary,  or  recurrent.  In  one  of  Griesinger's  pa- 
tients the  amblyopia  ceased  when  a  flesh  diet  was  used,  but  it 
was  succeeded,  shortly  after,  by  cataract.  Permanent  ambly- 
opia is  less  frequent;  it  occurs  only  in  advanced  cases,  and  is  a 
sign  of  approaching  fatal  termination.  The  dimness  of  sight 
steadily  increases,  and  at  length  ends  in  total  blindness.  It 
seems  to  be  owing  to  atrophy  of  the  retina.1 

Diabetic  cataract  was  first  noticed  in  this  country  by  Mr. 
France,  and  Lecorche'  has  given  an  excellent  resume  of  what 
was  known  on  the  subject  up  to  1861.  It  occurs  generally  in 
inveterate  cases  of  long  standing.  It  is  an  unfavorable  sign  ; 
and  death  follows  its  appearance  usually  in  a  few  months  ;  but 
sometimes  patients  with  diabetic  cataract  survive  for  years. 
The  frequency  of  cataract  in  diabetes,  has  been  estimated  very 
differently  by  different  authors.  Griesinger  observed  cataract  in 
three  out  of  his  own  seven  cases.  V.  Graefe  estimates  the  propor- 
tion as  one  in  five  ;  Bouchardat  as  one  in  thirty-eight.  Garrod 
had  not  encountered  cataract  in  any  of  the  large  number  of  cases 
of  diabetes  which  he  had  seen.  Out  of  forty-five  cases  which  I 
have  treated,  only  one  had  cataract.  Of  225  cases  collected  by 
Griesinger,  cataract  occurred  in  twenty. 

Diabetic  cataract  comes  on,  sometimes  without  previous  de- 
fect of  vision,  sometimes  after  one  or  more  attacks  of  tempo- 
rary amblyopia;  sometimes  it  complicates  permanent  ambly- 
opia. It  generally  arises  after  the  diabetic  state  has  lasted 
eighteen  months  or  two  years ;  but  it  has  been  known  to  appear 
in  six  months.  Its  appearance  may  coincide  with  aggravation, 
amelioration  or  stationary  condition  of  the  proper  diabetic  symp- 
toms. Its  course  is  rapid;  the  two  eyes  may  become  completely 
cataractous  in  a  few  days ;  sometimes  it  is  developed  more  slowly. 
It  begins  in  one  eye — generally  the  right — but  soon  involves  the 
two.  In  the  case  which  I  observed,  a  woman,  twenty -four  years 
of  age,  had  been  diabetic  for  two  years  and  a  half.     Three 

1  For  further  information  on  this  subject  I  must  refer  to  Lecorch6's  articles, 
"  De  1'amblyopie  diab6tique."     Gaz.  Hebdom.,  Nov.  1861. 
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months  previously  the  left  eye  became  suddenly  cataractous :  in 
less  than  a  week  the  opacity  had  reached  its  maximum.  The 
right  eye  was  still  clear  and  vision  perfect. 

Cataract  in  diabetes  is  nearly  always  of  the  soft  kind ;  but 
examples  of  hard  diabetic  cataracts  have  been  met  with  by  V. 
Graefe,  Guersant,  and  Sir  W.  Wilde. 

It  has  been  conceived  by  Weir  Mitchell1  and  Dr.  Richardson2 
that  diabetic  cataract  is  produced  by  physical  imbibition  into  the 
lens  of  the  saccharine  matter  of  the  aqueous  humor  of  the  eye. 
This  opinion  is  based  on  the  temporary  opacity  produced  in  the 
crystalline  lens  of  the  frog,  when  the  animal  is  immersed  in  a 
saccharine  solution,  or  when  a  similar  solution  is  injected  into 
the  cellular  tissue.  It  is  very  doubtful  however  whether  the  two 
conditions  are  really  pathologically  analogous.  Lecorche  failed 
to  produce  opacity  in  the  lens  of  rabbits  by  injecting  syrup  into 
the  eye.  Artificial  cataract  in  the  frog  speedily  disappears  when 
the  animal  is  removed  from  the  saccharine  solution :  but  diabetic 
cataract  is  permanent,  and  does  not  disappear  when  ameliora- 
tion of  the  symptoms  takes  place.  How,  on  the  imbibition 
theory,  can  the  cases  be  explained,  in  which  (as  in  the  instance 
which  occurred  to  myself)  one  lens  has  been  completely  opaque 
for  months  while  its  fellow  still  remains  perfectly  transparent  ? 
How  also  should  its  occurrence  be  (as  a  rule)  so  long  delayed, 
and  arise  so  suddenly,  without  any  corresponding  increase  in  the 
quantity  of  sugar  in  the  urine  ?  It  seems  more  probable  that 
diabetic  cataract  is  one  of  the  many  degenerations  of  a  low  in- 
flammatory type  so  common  in  confirmed  diabetes. 

Hepp  failed  to  find  sugar  in  a  cataractous  lens  removed  from 
a  diabetic  patient.  Fischer  obtained  a  similarly  negative  result 
in  another  case.  But  Stceber  found  sugar  in  a  lens  examined  by 
him.3 

Operations  for  diabetic  cataract  generally  fail,  from  uncon- 
trollable suppuration  of  the  eyeball.  Sometimes,  however,  the 
operation  succeeds;  and  if  the  primary  complaint  be  stationary 
and  quite  uncomplicated,  operation  may  be  recommended  as  a 
possible  solace  to  the  remainder  of  life. 

1  American  Journ.  of  Med.  Sc,  Jan.,  1860. 

2  Brown-Sequard's  Journ.  de  Physiologie,  July,  1860. 

3  Annales  d'Oculistiques,  xlviii,  p.  192. 
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Although  diabetes  is  a  frequently  fatal  disorder,  necrology  has" 
hitherto  thrown  little  light  on  its  seat  and  nature. 

The  more  palpable  anatomical  changes  which  have  been 
found,  are  manifestly  not  due  to  the  disease  itself,  but  to  some 
of  its  numerous  complications.  Physiological  data  would  lead 
us  to  look  for  the  primary  seat  of  diabetes  in  the  liver,  or  in 
some  part  of  the  sympathetic  nervous  system  connected  with 
the  liver.  This  is  an  extensive  and  difficult  field  for  investiga- 
tion ;  hence  probably  the  slender  results  hitherto  obtained  from 
its  exploration. 

The  liver  has  certainly  not  yet  given  up  its  secret,  if  it  have 
any.  The  accounts  of  its  appearance,  after  death  from  diabetes, 
are  contradictory.  Its  size  is  usually  normal ;  sometimes  it  is  a 
little  enlarged,  sometimes  a  little  atrophied.  In  some  cases  it  is 
congested,  in  others  the  reverse.  Occasionally  it  contains  a 
good  deal  of  sugar — more  frequently  none  at  all.  Dr.  Wilks 
believes  that  the  diabetic  liver  presents  differences  to  the  eye 
which  enable  it  to  be  distinguished  from  others :  it  is  firm,  tough, 
homogeneous  or  uniform  in  appearance  and  dark  in  color.1  But 
other  descriptions  are  quite  at  variance  with  this.  Greisinger 
found  the  liver  granular  and  easily  torn  in  one  case ;  in  four 
others  the  livers  were  perfectly  normal. 

Microscopical  investigations  have  been  equally  unsatisfactory. 
Fbrster  and  Griesinger  found  the  liver-cells  natural.  Beale2  and 
Frerichs3  remarked  a  diminution  or  absence  of  fat.  Pavy  found 
the  fat  undiminished.  Stockvis  found  the  fat  undiminished,  but 
an  unusual  proliferation  of  the  hepatic  cells. 

Of  the  bile,  Dr.  Pavy  remarks,  that  in  nearly  all  the  cases"  in 
which  he  has  specially  examined  it,  it  has  presented  a  striking 
appearance,  resembling  a  rhubarb  mixture,  and  depositing  a 
copious  sediment  consisting  of  columnar  epithelium,  and  yellow, 
amorphous,  granular-looking  matter. 

Prout  says  that  he  frequently  observed  a  gorged  condition  of 
the  veins  terminating  in  the  portal  system. 

The  floor  of  the  fourth  ventricle  has  been  examined  in  several 

i  Pavy  on  Diabetes,  p.  117.  2  Med.  Chir.  Kev.  1853,  p.  226. 

3  Cited  by  Griesinger,  loc.  cit.,  p.  34. 
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recent  instances.  Sometimes  it  has  been  found  quite  natural;  in 
other  cases  it  was  found  the  seat  of  serious  pathological  changes. 
In  1860,  Luys  brought  before  the  Societe  de  Biologie  an  example 
in  which  this  spot  was  softened,  highly  vascular  and  of  an  un- 
natural brown  color.  The  nerve-cells  were  found  degenerated 
and  full  of  yellowish  granules.1  Monneret  followed  up  this 
observation  with  another  in  which  similar  changes  were  encoun- 
tered in  an  earlier  stage.2  Tardieu  records  a  case  of  diabetes  in. 
which  there  existed  slight  paralysis  of  the  left  side  for  three 
months  :  the  diabetes  persisted  until  death  two  years  afterwards 
from  phthisis :  the  medulla  oblongata  was  found  congested  and 
of  a  dark  gray  color.3  Dr.  Richardson  relates  a  case  of  diabetes 
in  which  convulsions  and  symptoms  of  meningitis  occurred 
during  life :  after  death  an  ossific  growth  was  found  pressing 
upon  the  pons  Varolii,  and  an  abscess  in  the  posterior  cerebral 
lobes.4 

It  is  clear  that  these  observations  are  an  insufficient  basis  for 
any  theory  of  diabetes. 

Of  the  secondary  lesions  or  complications,  those  found  in  the 
lungs  are  the  most  common.  Out  of  sixty-four  autopsies  col- 
lated by  Griesinger,  tubercle  was  found  in  the  lungs  in  thirty-one, 
or  nearly  one-half.  Pavy  and  Wilks  believe  that  the  pulmonary 
mischief  is  not  always  genuine  phthisis,  even  when  it  runs  a 
closely  similar  course,  but  consists  in  a  chronic  inflammation 
leading  to  the  breaking  down  of  the  lung  tissue  and  the  forma- 
tion of  cavities. 

Pneumonic  consolidation  and  gangrene  of  the  lungs  have 
likewise  been  not  unfrequently  found.  Sometimes  (not  always) 
gangrene  of  the  lungs  in  diabetes  is  not  accompanied  by  the 
characteristic  foetor  of  that  complaint. 

In  long-standing  cases,  the  kidneys  are  not  unfrequently  found 
seriously  altered.  Out  of  Griesinger's  sixty-four  autopsies  renal 
alterations  were  found  in  thirty-two.  In  seventeen  instances 
there  was  degeneration  resembling  some  forms  of  Bright's 
disease,  mostly  with  fatty  degeneration  of  the  renal  epithelium. 
Granular  atrophy  of  the  kidneys  was  never  found ;  but  cysts, 
cicatricial  spots,  adhesions  of  the  tunica  propria,  and  pyelitis.  In 
five  cases  the  kidneys  were  markedly  hyperEemic,  and  in  seven 

i  Bulletin  de  la  Soc.  de  Biol.,  1860.  *  Gaz.  d.  Hop.,  Jan.  11,  1862. 

3  Med.  Times  and  Gaz.,  Feb.,  1862.  4  lb.,  Marcb  and  May,  1862. 
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considerably  hypertrophied.  Prout  states  that  the  kidneys  of 
persons  dying  of  diabetes  assume  frequently  a  peculiar  deep 
orange  tint  on  exposure  to  the  air. 

The  stomach  is  commonly  found  distended,  and  the  mucous 
membrane  thickened  and  softened. 


PHYSIOLOGICAL    AND    THEORETICAL    CONSIDERATIONS    RELATING 
TO    DIABETES. 

Much  light  has  recently  been  thrown  on  the  pathology  of  diabetes 
by  the  observations  of  Bernard  and  others  on  the  presence  of  an 
amyloid  substance  in  the  liver,  and  the  possibility  of  inducing  gly- 
cosuria in  animals  by  artificial  means.  A  rSsumi  of  the  present 
state  of  these  questions  is  absolutely  necessary  to  the  comprehen- 
sion of  any  theoretical  views  of  diabetes. 

Bernard  discovered  the  fundamental  fact,  that  the  liver  of  all 
healthy  animals  contains  a  large  quantity  of  a  substance  resembling 
starch  or  dextrine.  When  the  liver  of  an  animal  newly  killed  is 
abandoned  to  itself  in  a  warm  place,  it  speedily  becomes  charged 
with  sugar  by  the  conversion  of  a  portion  of  this  substance  into 
glucose;  and  when  the  sugar  so  produced  is  washed  completely  out 
by  a  stream  of  water,  the  organ  abandoned  to  itself,  as  before,  be- 
comes, again  in  twenty-four  hours,  abundantly  charged  with  sugar. 
This  conversion  goes  on  until  all  the  amyloid  substance  is  changed 
into  sugar.  The  transformation  here  witnessed  takes  place  by  the 
action  of  a  peculiar  ferment  which  circulates  in  the  blood. 

I  have  obtained  the  amyloid  substance  of  the  liver  (which  has  re- 
ceived the  various  names  of  animal  or  hepatic  dextrine  (or  starch), 
hepatine  and  zooamylum)  in  the  greatest  purity  and  with  the  greatest 
ease  from  the  liver  of  the  oyster.  The  large  fawn-colored  mass, 
which  constitutes  the  delicacy  of  this  mollusk,  should  be  cut  out, 
and  plunged  for  a  few  minutes  into  boiling  water.  The  hardened 
mass  is  then  pounded  in  a  mortar,  mixed  with  a  small  quantity  of 
water,  and  boiled  so  as  to  form  a  decoction.  This  is  subsequently 
filtered  and  poured  into  five  times  its  bulk  of  strong  alcohol  or  gla- 
cial acetic  acid.  An  abundant  precipitation  of  snow-white  flakes  is 
produced.  This  is  the  amyloid  substance.  It  is  collected  on  a  fil- 
ter, washed  with  alcohol  and  dried. 

When  pure,  hepatic  dextrine  is  a  white,  tasteless,  inodorous  body. 
It  dissolves  freely  in  water,  forming  an  opalescent  solution  like 
skimmed  milk.  It  contains  no  nitrogen;  its  formula  is  C^H^O^. 
With  iodine  it  behaves  like  vegetable  dextrine,  yielding  a  deep  wine- 
red  coloration.  It  does  not  reduce  the  salts  of  copper  nor  ferment 
with  yeast ;  but  (like  starch  and  dextrine)  it  is  speedily  converted 
into  glucose  by  the  contact  of  warm  saliva,  pancreatic  juice,  or  dia- 
stase. It  is  similarly  converted  by  the  contact  of  fresh  blood,  which 
has  no  effect  on  starch  and  dextrine.  This  last  property  is  its  pecu- 
liar characteristic. 

Schiff  has  satisfied  himself,  by  a  most  ingenious  set  of  experiments, 
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that  he  had  detected  the  exact  situation  and  physical  condition  of 
the  amyloid  substance  in  the  liver.  He  found  it,  not  infiltrated  or 
dissolved  in  the  hepatic  tissue,  but  collected  into  separate  vesicles 
or  granules  precisely  as  occurs  with  starch  in  the  vegetable  king- 
dom. In  the  frog,  he  found  under  a  magnifying  power  of  600  dia- 
meters, that  the  liver-cells,  in  addition  to  one  or  two  round  nuclei 
and  twelve  or  twenty  fat  globules,  contained  an  immense  number 
of  minute  pale  vesicles  varying  in  size  from  j-g1^  to  t^q  of  a  line. 
Within  these  vesicles  the  amyloid  substance  is  accumulated.  The 
outer  membrane  (as  in  the  vegetable  starch-granule)  contains  nitro- 
gen. JSTasse1  has  subsequently  detected  similar  amyloid  vesicles  in 
the  liver-cells  of  warm-blooded  animals.  They  differ  from  most  of 
their  vegetable  homologues  in  not  possessing  concentric  markings, 
and  in  not  yielding  a  blue  coloration  with  iodine.  I  have  endea- 
vored to  verify  these  observations  in  the  liver  of  the  frog  and  the 
oyster,  but  without  success. 

Animal  dextrine  is  always  present  in  the  livers  of  all  the  healthy 
animals  hitherto  examined,  whether  living  on  vegetable  or  animal 
food,  or  fasting.  But  under  a  variety  of  diseased  and  unnatural 
conditions  it  quickly  disappears.  The  circumstances  preceding 
death  from  disease,  are  such,  that  the  liver  scarcely  ever  contains  a 
trace  of  amyloid  substance  when  examined  post  mortem. 

The  peculiar  ferment  of  the  liver-dextrine  exists  in  the  blood,  but 
has  not  yet  been  isolated.  It  is  not  liable  to  disappear  under  those 
conditions  of  disease  which  cause  the  hepatic  dextrine  to  vanish  so 
quickly.  Nevertheless  it  is  sometimes  absent.  Schiff  made  the 
curious  discovery  that  this  ferment  totally  disappears  from  frogs 
during  the  second  half  of  the  winter  and  the  early  spring  months. 
This  occurs  as  a  regular  event  in  the  annual  changes  which  these 
batrachians  undergo.  During  this  interval  the  liver  is  as  full  as 
usual  of  amyloid  substance,  but  no  spontaneous  production  of  sugar 
occurs  when  the  organ  is  abandoned  to  itself  in  a  warm  place,  and 
artificial  glycosuria  cannot  be  engendered  in  such  animals.  When, 
however,  the  blood  of  another  animal,  which  is  not  in  this  peculiar 
condition,  is  injected  into  the  bodies  of  winter  frogs  or  applied  to 
their  livers,  the  usual  production  of  sugar  takes  place  rapidty.  This 
absence  of  a  ferment  has  not  been  noted,  as  a  regular  occurrence, 
in  any  warm-blooded  animals ;  but  Dr.  Pavy  states  that  he  once  en- 
countered a  healthy  rabbit  in  this  condition. 

Great  divergence  of  opinion  prevails  as  to  the  destiny  of  the  liver- 
dextrine  during  healthy  life.  Most  physiologists  as  yet  adhere  to 
the  view  of  Bernard,  and  believe  that  a  continual  conversion  of  this 
substance  into  sugar  is  going  on  in  the  liver,  and  that  a  quantity  of 
sugar  is  being  constantly  poured  into  the  hepatic  veins  and  carried 
off  into  the  circulation.  Dr.  Pavy,  on  the  other  hand,  contends  that 
there  is  no  conversion  of  hepatic  dextrine  into  sugar  during  healthy 
life,  nor  any  continual  stream  of  sugar  flowing  into  the  circulation ; 
and  that  when  such  conversion  does  take  place  it  is  an  abnormal  or 
diseased  occurrence,  or  due  to  post  mortem  changes. 

In  cold-blooded  animals  the  view  of  Pavy  is  unquestionably  the 

1  Archiv  des  Vereins  flir  gemeinschaftl.  Arbeiten,  IV,  I,  p.  97. 
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correct  one.  I  Lave  repeatedly  tested  the  point  in  frogs  and  oysters, 
and  have  never  succeeded  in  detecting  a  trace  of  sugar  in  the  liver, 
if  the  organ  was  examined  before  the  possibility  of  any  post  mortem 
changes.  In  the  case  of  the  oyster  the  experiment  is  a  very  easy 
one.  A  fresh  oyster  is  cut  in  half  with  a  pair  of  scissors,  in  such  a 
way  that  one-half  shall  drop  into  a  capsule  of  boiling  water  :  the 
other  half  is  laid  aside  in  a  warm  place.  The  latter  very  speedily 
becomes  abundantly  saccharine;  but  in  the  former  the  ferment  has 
been  rendered  inert  by  the  heat,  and  not  a  particle  of  sugar  can  be 
detected  in  it,  even  after  being  long  kept  in  a  warm  place.  The 
conditions  in  the  oyster's  liver  are  precisely  similar  (as  far  as  is 
known)  to  those  in  the  liver  of  a  warm-blooded  animal.  An  abun- 
dance of  amyloid  matter  and  the  ferment  coexist  side  by  side  in  the 
organ,  and  yet  no  reaction  takes  place  between  them,  and  no  sugar  is 
produced,  so  long  as  the  healthy  state  is  maintained. 

A  similar  experiment  is  more  difficult  in  warm-blooded  animals, 
because  it  is  impossible  to  proceed  with  the  same  celerity;  yet  in 
Dr.  Pavy's  hands  the  results  obtained  were  fully  confirmatory  of  his 
doctrine.  Bernard's  glycogenic  theory  rests  chiefly  on  the  fact  that 
in  newly-killed  animals  the  blood  of  the  hepatic  veins  has  been  found 
sensibly  richer  in  sugar  than  that  of  the  body  generally.  Pavy  at- 
tributes this  result  to  rapid  changes  which  take  place  during  the 
performance  of  the  experiment.  He  has  varied  the  proceeding  in 
such  a  manner  as  to  avoid  these  disturbances.  He  catheterized  the 
right  heart  by  introducing  a  tube  along  the  jugular  vein.  In  this 
way,  if  the  animal  remain  quiescent,  the  blood  of  the  hepatic  veins 
was  obtained  in  its  normal  state.  Hepatic  blood  so  obtained,  was 
found  to  contain  only  those  minute  traces  of  sugar  which  exist  in 
every  part  of  the  circulation. 

Dr.  Eobert  McConnell,1  in  an  admirable  series  of  researches,  has 
repeated  and  varied  the  experiments  of  Pavy,  and  obtained  results 
which  do  not  seem  to  admit  a  possibility  of  doubt,  that  amyloid  sub- 
stance is  not  converted  into  sugar  in  the  liver  during  healthy  life. 
In  his  recent  memoir  on  the  functions  of  the  liver,2  McConnell  brings 
forward  some  facts  and  considerations  of  great  weight  in  support  of 
his  view,  that  the  real  destiny  of  the  liver-dextrine  is  to  unite  with 
nitrogen  (set  free  by  the  disassimilation  of  fibrin  and  a  portion  of 
the  albumen  of  the  portal  blood)  so  as  to  constitute  a  new  protein 
compound  resembling  casein,  which  is  being  constantly  poured  into 
the  circulation  through  the  hepatic  veins. 

Dr.  Pavy  appears  to  insist  too  absolutely  on  the  absence  of  any 
unimpeachable  evidence  of  the  disappearance  of  sugar  introduced 
into  the  blood,  except  by  its  removal  through  the  kidneys.  It  has 
been  fully  made  out  that  sugar  and  dextrine  may  be  injected  con- 
tinuously into  the  blood  in  certain  small  quantities — that  is,  so  much 

1  See  Proceedings  of  the  Eoyal  Irish  Academy,  Feb.  13,  1860.  The  only  ex- 
periments unfavorable  to  Pavy's  view,  as  yet  published,  are  those  of  Harley 
(Proceedings  of  the  Koyal  Society,  vol.  x,  p.  289).  These  are  evidently  not  of 
sufficient  weight  to  be  placed  in  competition  with  the  laborious  and  numerous 
experiments  of  Pavy  ana  McConnell. 

2  Observations  on  the  Functions  of  the  Liver,  by  K.  McConnell,  M.D.  Dublin 
and  London,  1865. 
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that  the  percentage  of  them  in  the  hlood  shall  never  rise  beyond  0.2 
or  0.3 — without  producing  saccharine  urine.1  What  becomes  of 
sugar  so  introduced  is  doubtful.  It  may  not  be  oxidized,  as  has 
usually  been  believed,  into  carbonic  acid  and  water;  perhaps  it  is 
transformed  into  amyloid  substance  and  lodged  in  the  liver.  That 
it  disappears,  somehow,  without  escaping  with  the  urine,  cannot  ad- 
mit of  doubt.  Some  experiments  of  Schiff  appear  to  bear  decisively 
on  this  point.  He  induced  artificial  diabetes  in  frogs  by  puncturing 
the  spinal  cord;  he  then  ligatured  portions  of  the  liver,  so  that  the 
discharge  of  sugar  into  the  circulation  was  diminished  in  proportion 
to  the  size  of  the  piece  of  liver  included  in  the  ligature.  When  a 
piece  equal  to  about  a  fifth  part  of  the  organ  was  included  in  the 
ligature,  sugar  was  still  poured  into  the  circulation,  but  not  in  suffi- 
cient quantity  to  produce  glycosuria. 

Artificial  glycosuria  and  diabetes.  We  are  led  to  believe  then,  on 
the  evidence  above  adduced,  that  although  the  amyloid  matter  and 
its  ferment  must  be  in  close  proximity  in  the  hepatic  tissue,  they  do 
not  come  into  actual  contact  and  react  upon  each  other  during 
healthy  life;  but  they  may  be  brought  into  conjunction  under  a 
variety  of  unnatural  conditions  induced  by  disease  or  injury :  and 
physiologists  are  able  to  bring  about  these  abnormal  conditions  at 
will,  and  cause  sugar  to  appear  in  the  urine. 

Artificial  glycosuria  may  be  produced  in  various  ways,  namely, 
by  cutting  or  puncturing  diverse  parts  of  the  nervous  centres  and 
certain  organic  nerves ;  by  impeding  respiration ;  putting  animals 
under  the  influence  of  anaesthetics  and  tetanizing  substances ;  in- 
jecting acid  substances  into  the  portal  veins;  and  thrusting  needles 
into  the  liver. 

Most,  if  not  all,  of  these  injuries,  different  as  they  appear,  act 
finally  in  the  same  manner,  and  cause  dilatation  of  the  hepatic  blood- 
vessels, and  consequent  hyperemia  of  the  organ.  This  dilatation 
may  (conceivably)  be  brought  about  in  two  ways :  either  by  an  in- 
creased action  of  the  longitudinal  muscular  fibres  (dilating  muscles) 
of  the  small  vessels2 — this  would  be  an  active  congestion — or,  by  a 
paralysis  of  the  circular  fibres,  whereby  the  vessels  would  give  way 
and  expand  before  the  propulsive  action  of  the  heart. 

The  contractile  tissue  of  the  hepatic  vessels,  like  that  of  the  vas- 
cular system  generally,  is  under  the  control  of  a  distinct  nerve-ar- 
rangement, with  a  local  centre  in  its  neighborhood  (probably  the 
cseliac  ganglion)  and  upward  prolongations  by  the  sympathetic  and 
the  spinal  cord  into  the  cerebral  centres.  The  separate  threads  of 
this  communication  are,  in  the  lower  parts  of  their  course,  placed 
widely  apart ;  but  they  approach  in  the  spinal  cord,  and  in  the  floor 
of  the  fourth  ventricle  are  collected  into  a  close  bundle  before  their 
final  dispersion  into  the  cerebral  hemispheres. 

An  irritation  applied  to  any  part  of  this  nervous  communication 
may  cause  temporary  glycosuria ;  and  in  the  floor  of  the  fourth 
ventricle,  even  the  puncture  of  a  needle,  if  it  be  made  exactly  at  the 
right  spot  (midway  between  the  origins  of  the  auditory  nerves),  is 
sufficient.     The  difficulty  of  exactly  hitting  this  spot  renders  the 

'  Schiff,  1.  c.  p.  134.  2  see  Schiff,  loc.  cit.  p.  92. 
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operation  somewhat  uncertain,  except  on  condition  of  injuring  the 
surrounding  parts  extensively ;  and  Schiff  found  it  preferable  to 
pass  in  a  needle  and  destroy  the  whole  thickness  of  the  cord  at  the 
point  of  origin  of  the  brachial  nerves.  This  operation  never  fails  to 
produce  temporary  glycosuria.  In  warm-blooded  animals  the  urine 
continues  saccharine  for  a  few  hours  ;  in  frogs  about  four  days. 
Schiff  gives  good  reasons  to  consider  that  glycosuria  so  produced  is 
caused  by  an  active  congestion  of  the  liver. 

The  permanent  diabetes,  with  which  practitioners  are  familiar  in 
the  human  subject,  appears,  on  the  contrary,  to  be  paralytic  in  its 
nature,  and  to  be  due  to  a  passive  congestion  of  the  liver  from  loss 
of  contractility  in  the  circular  fibres  of  the  hepatic  vessels.  Schiff 
succeeded  in  inducing  in  rats,  a  permanent  diabetes  which  may  be 
looked  on  as  the  true  counterpart  of  the  spontaneous  disease  in  man. 
This  was  accomplished  by  operating  on  the  spinal  cord  at  a  lower 
point.  He  passed  a  strong  needle  into  the  spinal  cord  (with  the 
least  possible  injury  to  the  surrounding  parts)  and  destroyed  it, 
opposite  the  second  dorsal  vertebra.  Eats  operated  on  in  this  way, 
lived,  provided  their  temperature  was  artificially  sustained,  for  seven- 
teen and  even  twenty  days,  and  continued  diabetic  to  the  end.  Rab- 
bits sometimes  outlived  this  operation  nine  days  and  continued  dia- 
betic to  the  last  day.  Animals  higher  in  the  scale  than  rodents  do 
not  survive  this  operation. 

Temporary  glycosuria  has  also  been  induced  by  impeding  respira- 
tion (Pavy) ;  by  poisoning  with  strychnia  and  woorali ;  by  thrusting 
needles  into  the  liver  (Schiff);  by  chloroform  and  ether  inhalations 
in  warm-blooded  animals ;  in  frogs,  by  tying  the  afferent  veins  of 
the  kidneys  so  as  to  increase  the  flow  of  blood  through  the  liver 
(Schiff);  by  injecting  acids  into  the  veins. 

It  should  also  be  mentioned  that  the  introduction  of  large  quanti- 
ties of  sugar  and  starch  by  the  digestive  organs  occasions  glyco- 
suria,— showing  that  the  assimilating  power  of  the  liver  over  these 
aliments  is  not  unlimited.  Inuline  (which  replaces  starch  in  the 
composite)  induces  slight  glycosuria,  even  when  partaken  of  in 
comparatively  small  quantity  (Schiff). 

Bearing  these  physiological  data  in  mind,  we  shall  not  find  any 
difficulty  in  explaining  the  circumstances  under  which  temporary 
glycosuria  occurs  in  the  human  subject  in  connection  with  various 
injuries  and  diseases ;  and  we  obtain  some  dim  insight  into  the  true 
pathology  of  clinical  diabetes. 

It  must  be  remembered,  in  searching  for  sugar  in  the  urine  of 
persons  who  present  the  alleged  conditions  of  glycosuria,  that  the 
search  will  be  in  vain  if  there  be  great  disturbance  of  the  general 
system,  and  especially  if  there  be  fever :  for  the  amyloid  substance 
speedily  disappears  from  the  liver  under  these  circumstances,  and 
consequently  no  sugar  can  appear  in  the  urine,  however  perfectly 
all  the  other  conditions  for  its  occurrence  exist.  This  is  doubtless 
the  reason  of  the  many  contradictory  results  of  bedside  observa- 
tions on  the  occurrence  of  saccharine  urine.  I  have  repeatedly  ex- 
amined the  urine  of  patients  with  obstruction  in  the  chest  (em- 
physema, &c.)  in  whom  there  existed  great  hyperaemia  of  the  liver, 
without  finding  sugar :  but  it  nearly  always  happens  in  such  cases 
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that  the  general  well-being  of  the  patient  is  deeply  affected,  or,  that 
there  is  positive  pyrexia.  We  ought  to  find  saccharine  urine  most 
constantly,  after  paroxysms  of  whooping  cough  and  spasmodic 
asthma,  in  the  early  stages  of  tetanus,  after  chloroform-inhalation 
by  healthy  persons,  soon  after  injuries  involving  the  nervous  centres 
or  the  liver,  and  in  apoplectic  seizures. 

Although  we  appear  to  be  approaching  an  exact  knowledge  of  the 
pathogenetic  elements  of  glycosuria,  it  is  yet  manifestly  impossible, 
in  the  present  state  of  science,  to  frame  a  comprehensive  and  clear 
theory  of  diabetes.  It  would  seem  highly  probable  that  diabetes 
consists  proximately  in  some  disturbance  of  the  destiny  and  func- 
tion of  the  amyloid  substance  of  the  liver.  But  this  disturbance 
may  be  due  originally  to  disease  far  away  from  the  liver  itself,  in 
some  part  of  the  sympathetic  chain  which  controls  this  function. 
Occasionally,  as  in  traumatic  cases,  it  is  possible  to  place  the  finger 
on  the  primary  lesion;  but  in  the  immense  majority  of  cases  we  are 
left  in  a  sea  of  conjecture.  Further  researches,  conducted  in  the 
light  of  past  and  future  physiological  discoveries,  can  alone  reduce 
these  conjectures  to  order  and  certainty. 


DIAGNOSIS  AND  PROGNOSIS. 

The  diagnosis  of  diabetes  is  generally  a  very  simple  matter, 
when  attention  is  once  directed  to  the  urine — the  existence  of 
sugar  in  the  urine,  and  diuresis,  being  the  only  points  to  be  as- 
certained. The  means  of  detecting  sugar  and  of  estimating  its 
quantity  have  already  been  fully  considered.     (See  p.  137.) 

Care  must  be  taken,  however,  not  to  conclude  too  rashly  that 
this  formidable  disease  exists,  from  the  mere  finding  of  a  little 
sugar  in  the  urine.  It  has  just  been  shown  that  the  urine  be- 
comes temporarily  saccharine  under  certain  conditions  quite 
apart  from  genuine  diabetes.  Before  the  existence  of  diabetes 
can  be  deduced,  it  must  be  ascertained  that  there  is  a  considera- 
ble quantity,  and  not  a  mere  trace,  of  sugar  in  the  urine ;  se- 
condly, and  especially,  that  its  appearance  is  not  temporary,  but 
persistent ;  and  thirdly,  that  there  is  a  less  or  greater  increase  in 
the  volume  of  the  urine. 

A  more  recondite  diagnosis  than  this,  is  at  present  rarely 
possible :  but  it  is  to  be  hoped,  that  the  time  is  not  very  far 
distant,  when  we  shall  be  able  to  indicate  the  seat  of  the  initial 
lesion  in  each  case,  and  to  refer  it  to  a  cephalic,  spinal,  sympa- 
thetic, hepatic,  or  other  category,  as  the  symptoms  or  previous 
history  may  point  out. 

Prognosis. — The  general  prognosis  is  highly  unfavorable :  the 
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large  majority  of  the  cases  terminate  fatally.  A  not  inconsid- 
erable number,  however,  recover  completely;  and  many  more 
attain  to  a  state  of  conditional  amelioration — that  is,  an  ameli- 
oration which  is  conditional  on  the  observance  of  a  certain  diet 
and  regimen. 

The  special  prognosis  depends  on  a  variety  of  circumstances, 
of  which  the  following  are  the  more  important.  The  younger 
the  patient,  the  less  hope  of  ultimate  recovery.  All  the  cases 
under  twenty,  which  I  have  seen,  have  eventually  succumbed. 
In  persons  advanced  in  years,  the  appearance  and  persistence  of 
sugar  in  the  urine  is  a  far  less  serious  affair :  if  may  continue 
for  many  years  in  oscillating  quantity  with  fair  preservation  of 
health.  It  is  a  curious  circumstance  that  diabetes  in  corpulent 
persons  is  very  markedly  less  formidable  than  in  those  of  spare 
habit.  Saccharine  urine  without  diuresis  is  far  less  serious  than 
when  the  urine  is  abundant.  Coeteris  paribus,  the  longer  the  dis- 
ease has  existed,  the  more  unfavorable  the  prognosis ;  cceteris 
paribus,  also,  the  greater  the  general  severity  of  the  symptoms, 
the  less  is  the  hope  of  amendment.  The  ascertained  cause  of 
the  disease  also  affects  the  prognosis.  Cases  which  can  be 
traced  to  mental  anxiety  and  traumatic  lesions  appear  to  be 
somewhat  more  hopeful  than  those  for  which  no  tangible  cause 
can  be  assigned. 

The  presence  of  albumen  in  the  urine,  of  thoracic  or  intestinal 
complications,  are  fatal  signs.  The  existence  of  permanent  am- 
blyopia, or  cataract,  is  a  very  unfavorable  indication.  Such 
eases  generally  terminate  fatally  within  six  or  twelve  months, 
and,  so  far  as  is  now  known,  always  eventually :  that  is,  they 
are  essentially  incurable  cases,  though  some  of  them  survive 
many  years. 

The  results  of  treatment  furnish  important  data  for  estimating 
the  gravity  of  the  proguosis.  A  very  favorable  circumstance  is 
the  disappearance  of  sugar  from  the  urine  when  saccharine  and 
starchy  matters  are  withdrawn  from  the  diet.  Even  great  dimi- 
nution without  total  disappearance  of  sugar  is  a  hopeful  sign. 
On  the  other  hand,  the  persistence  of  sugar  in  quantity  on  a 
purely  animal  diet  is  a  sign  that  the  disease  is  confirmed  and  far 
advanced.  A  moist,  perspirable  skin,  a  fair  appetite,  a  stationary 
condition,  are  all  favorable  signs. 

It  must  be  remembered  that  when,  by  treatment,  the  disease 
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lias  been  brought  apparently  to  a  stand-still,  a  diabetic  patient 
still  holds  his  life  by  a  very  frail  tenure.  To  use  the  expression 
of  Dr.  Prout,  persons  with  confirmed  diabetes,  though  appa- 
rently in  good  health,  exist  as  it  were  on  the  brink  of  a  precipice. 
A  little  undue  exposure  to  wet  or  cold,  an  unusual  bodily  exer- 
tion— trifles  to  the  healthy — may  excite  inflammatory  complica- 
tions which  prove  rapidly  fatal. 


TREATMENT. 

The  seat  and  nature  of  the  primary  lesion  is,  as  we  have  seen, 
nearly  always  concealed ;  and  we  know  almost  nothing  of  what 
may  be  called  a  radical  treatment  of  diabetes.  But  the  more 
prominent  symptoms — thirst,  inordinate  appetite,  emaciation, 
and  the  copious  diuresis,  are  unquestionably  dependent,  in  great 
part,  on  the  accumulation  of  sugar  in  the  blood,  and  the  impe- 
rious necessity  for  its  removal.  A  clear  indication  for  treatment, 
therefore,  is  to  diminish  this  accumulation.  In  our  ignorance  of 
any  direct  means  of  checking  the  formation  of  sugar  in  the 
body,  we  resort  to  the  indirect  method  of  withdrawing  sugar 
and  amylaceous  substances  (which  are  easily  converted  into 
sugar  in  the  primce  vice)  from  the  dietary.  We  endeavor  further 
to  combat  any  existing  disorders  of  the  skin,  stomach,  bowels, 
and  other  internal  organs,  and  to  allay  certain  troublesome  symp- 
toms which  arise  in  the  course  of  the  disease.  By  means  of  a 
regulated  diet,  clothing,  and  habits  of  life,  invaluable  help  can 
be  rendered  to  diabetic  patients :  sometimes  so  as  to  open  the 
way  to  perfect  recovery :  often,  nay  generally,  so  as  to  relieve 
suffering  and  prolong  life. 

Diet. — The  plan  to  be  pursued  is  to  withdraw  as  completely 
as  possible,  but  not  too  suddenly,  all  saccharine  and  amylaceous 
articles---the  chief  of  which  are  bread  and  potatoes — from  the 
diet,  and  to  replace  them  by  appropriate  substitutes  from  the 
vegetable  kingdom,  and  by  animal  food. 

It  is  well  known  that  human  life  can  be  sustained  in  perfect 
vigor  on  a  purely  animal  diet.  The  inhabitants  of  the  Arctic  regions 
subsist  exclusively  on  the  flesh  and  blubber  of  seals,  fish,  and 
such  produce  of  the  chase  as  the  climate  affords.  The  fur-hunters 
of  British  America  exist  for  many  successive  months,  leading  a 
life  of  great  muscular  activity,  on  a  flesh  diet  alone.    But  in  our 
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more  settled  communities  the  use  of  bread  and  potatoes  is  almost 
a  second  nature,  and  deprivation  of  them  is,  to  the  great  majority 
of  individuals,  an  almost  unendurable  hardship.  To  obviate  this 
difficulty  several  substitutes  for  bread  have  been  contrived,  which 
are  of  very  great  value  in  the  management  of  diabetes. 

In  the  choice  of  substances  from  the  animal  kingdom,  the 
only  doubtful  or  forbidden  articles  are  milk,  honey,  and  liver. 
Butcher's  meat,  cheese,  butter,  fat,  and  oil,  poultry,  game,  eggs, 
fish,  may  be  used  freely  in  any  form.  Broths,  soups,  and  jellies 
(prepared  without  meal  or  sugar)  are  also  permissible  ad  libitum. 
Milk,  which  contains  considerable  proportions  of  a  saccharine 
substance,  should,  as  far  as  possible,  be  replaced  by  cream. 
Milk,  however,  is  much  less  deleterious  to  diabetic  patients  than 
might  have  been  supposed.  In  a  girl  with  confirmed  diabetes  I 
made  the  following  trial  of  the  effect  of  milk.  For  four  weeks 
she  was  fed  on  animal  flesh  and  bran  cakes;  during  the  succeed- 
ing four  weeks,  three  pints  of  milk  daily  were  added  to  this 
diet;  and  for  three  weeks  subsequently,  the  milk  was  with- 
drawn. The  annexed  table  shows  the  exact  results  of  the  treat- 
ment. 


Average  daily 
quantity  of 
urine. 

Average    quan- 
tity  of   sugar 
daily  excreted. 

Increase  of 
weight. 

Meat  diet,  and  bran  cakes;  for  four  ) 

55  oz. 

897  grains. 

5  lbs. 

Meat  diet,  bran  cakes,  and   three  ) 
pints  of  milk  ;  for  four  weeks,    .  \ 

49  oz. 

1260  grains. 

olbs. 

Meat  diet,  gluten  bread,  and  cab-  ) 
bage  ;  for  three  weeks,  .     .     .     .  \ 

41  oz. 

1020  grains. 

7  lbs. 

The  patient  continued  to  gain  weight  and  to  improve  in  her 
general  condition  under  the  use  of  milk,  although  the  densitv 
of  the  urine  and  the  excretion  of  sugar  somewhat  increased.  A 
limited  supply  of  milk  may,  therefore,  be  allowed. 

Liver,  as  found  in  the  butchers'  shops,  contains  a  considerable 
quantity  of  sugar;  it  also  contains  amyloid  substance,  which  is 
changed  into  sugar  by  the  saliva  and  pancreatic  juice.     Liver 
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is,  therefore,  to  be  avoided  by  diabetic  patients.  The  edible 
mollusks — oysters,  cockles,  mussels,  &c. — are  also  improper,  on 
account  of  the  large  quantity  of  amyloid  substance  contained  in 
their  enormous  livers.  For  the  same  reason,  the  "  pudding"  of 
crabs  and  lobsters  is  objectionable. 

The  prohibited  articles  among  vegetables  are  much  more 
numerous  and  important,  and  the  substitutes  less  perfect  and 
more  difficult  to  find. 

The  oldest  substitute  for  bread  is  the  "bran  cake."  The 
husk  or  bran  of  wheat  consists  of  lignin  and  an  albuminoid 
substance,  and  is  quite  devoid  of  starch.  When  this  is  washed 
and  ground  it  may  be  made  up  into  a  rude  imitation  of  bread 
with  butter  and  eggs,  and  constitutes  a  valuable  addition  to  the 
diet  of  a  diabetic  patient.1 

Another  important  substitute  is  Bouchardat's  "gluten  bread." 
This  is  prepared  by  washing  out  the  starch  from  wheaten  flour, 
and  working  up  the  remaining  gluten  into  loaves  and  cakes. 
This  bread  is  manufactured  on  a  iarge  scale  in  France,  with  the 
aid  of  powerful  machinery  for  inflating  the  dough  with  com- 

1  The  best  formula  for  bran  cakes  is  the  following,  supplied  by  Dr.  Camplin  : 
"  Formula  for  Bran  Cakes. — Take  a  sufficient  quantity  (say  a  quart)  of  wheat 
bran,  boil  it  in  two  successive  waters  for  a  quarter  of  an  hour,  each  time  strain- 
ing it  through  a  sieve,  then  wash  it  well  with  cold  water  (on  the  sieve)  until  the 
water  runs  off  perfectly  clear  ;  squeeze  the  bran  in  a  cloth  as  dry  as  you  can,  then 
spread  it  thinly  on  a  dish,  and  place  it  in  a  slow  oven;  if  put  in  at  night  let  it 
remain  until  the  morning,  when,  if  perfectly  dry  and  crisp,  it  will  be  fit  for 
grinding.  The  bran  thus  prepared  must  be  ground  in  a  fine  mill,  and  sifted 
through  a  wire  sieve  of  such  fineness  as  to  require  the  use  of  a  brush  to  pass  it 
through  ;  that  which  remains  in  the  sieve  must  be  ground  again  until  it  becomes 
quite  soft  amd  fine.  Take  of  this  bran  powder  3  oz.  (some  patients  use  4  oz.); 
the  other  ingredients  are  as  follows :  three  new-laid  eggs,  1J  oz.  (or  2  oz.  if  de- 
sired) of  butter,  and  about  half  a  pint  of  milk;  mix  the  eggs  with  a  little  of  the 
milk,  and  warm  the  butter  with  the  other  portion  ;  then  stir  the  whole  well  to- 
gether, adding  a  little  nutmeg  and  ginger,  or  any  other  agreeable  spice.  Bake  in 
small  tins  (pattipans),  which  must  be  well  buttered,  in  a  rather  quick  oven  for 
about  half  an  hour.  The  cakes,  when  baked,  should  be  a  little  thicker  than  a 
captain's  biscuit ;  they  may  be  eaten  with  meat  or  cheese  for  breakfast,  dinner, 
and  supper ;  at  tea  they  require  rather  a  free  allowance  of  butter,  or  may  be 
eaten  with  curd,  or  any  of  the  soft  cheeses. 

"  It  is  important  that  the  above  directions  as  to  washing  and  drying  the  bran 
should  be  exactly  followed,  in  order  that  it  may  be  freed  from  starch,  and  ren- 
dered more  friable.  Mr,  White,  of  Holborn,  who  made  my  mill,  and  was  sub- 
sequently employed  by  others,  attempted  to  grind  the  bran  for  them,  and  failed, 
from  not  washing  and  drying  the  bran,  which,  in  its  common  state,  is  soft,  and 
not  easily  reducible  to  fine  powder.  In  some  seasons  of  the  year,  or  if  the  cake 
has  not  been  well  prepared,  it  changes  more  rapidly  than  is  convenient.  This 
may  be  prevented  by  placing  the  cake  before  the  fire  for  five  or  ten  minutes 
every  day." — ("Camplin  on  Diabetes." — Appendix.)  These  cakes  may  be  had 
from  Blatchley,  362  Oxford  Street,  London.  The  mills  for  grinding  the  bran 
are  made  by  Gallop,  119  Cheapside. 
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pressed  air,  or  carbonic  acid  gas.  It  forms  a  light  and  elegant, 
and  by  no  means  unpalatable  bread.  Gluten  is  also  ground 
down  into  a  meal,  and  may  be  used  for  thickening  broths  and 
making  puddings.1  These  preparations  are  not  quite  free  from 
starch;  all  the  samples  examined  by  me  showed  an  intense  blue 
coloration  with  iodine. 

Dr.  Pavy  has  recently  introduced  rusks  and  biscuits  prepared 
from  the  starchless  meal  of  the  sweet  almond.2  These  are  more 
expensive  than  the  foregoing,  but  I  have  found  that  patients 
relished  them  as  a  change. 

None  of  these  substitutes  are  as  palatable  as  ordinary  bread ; 
but  they  are  of  great  service,  and  may  be  used  one  after  the 
other,  as  the  patient's  inclination  may  direct.  When  none  of 
these  can  be  had,  or  when  the  patient  refuses  all  three,  as  is 
sometimes  the  case,  recourse  may  be  had  to  "torrefied  bread." 
Thin  slices  of  ordinary  bread  are  toasted  before  the  fire  until 
they  are  deeply  and  thoroughly  browned — almost  blackened. 
The  starch  and  gluten  are  in  great  part  destroyed  by  the  heat, 
but  the  hungering  diabetic  relishes  greatly  the  charred  remnants 
when  well-buttered  and  eaten  with  other  articles. 

Rice,  tapioca,  sago,  semola,  maccaroni,  and  vermicelli,  all 
contain  great  abundance  of  starch,  and  are  therefore  inadmissi- 
ble. Apples,  pears,  gooseberries,  currants,  plums,  oranges,  and 
all  sweet  fruits,  are  likewise  pernicious  from  the  quantity  of 
sugar  which  they  contain. 

In  place  of  potatoes,  turnips,  carrots,  parsnips,  beans,  and  peas 
— all  of  which  contain  starch  or  sugar — substitutes  may  be  found 
in  green  vegetables — cabbage,  endive,  spinach,  broccoli,  Brus- 
sels sprouts,  lettuce,  spring  onions,  water-cress,  mustard  and 
garden  cress,  and  celery. 

There  does  not  seem  to  be  any  real  advantage  in  forcibly  cur- 
tailing, beyond  a  moderate  degree,  the  fluids  taken  by  diabetic 
patients.  The  volume  of  the  urine  and  the  separation  of  sugar 
may  be  temporarily  reduced  by  this  means,  but  the  general  dis- 
tress increases,  owing  to  the  more  intense  impregnation  of  the 
blood  with  sugar.     Prout  recommends  that  all  fluids  be  given 

1  Gluten  bread  and  other  gluten  preparations  made  after  Bouchardat's  for- 
mula, are  supplied  by  Van  Abbott  &  Co.,  Howford  Buildings,  Fencbureh  Street, 
London.  Tbey  may  also  be  had  of  Jewsbury  &  Brown,  Market  Street,  Man- 
chester. 

2  Almond  rusks  and  biscuits  are  supplied  by  Hill,  Bishopsgate  Street,  London. 
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in  a  tepid  state,  as  they  thus  allay  the  craving  for  liquids  more 
effectually  than  when  taken  cold. 

In  the  way  of  beverages,  tea  and  coffee  (without  sugar)  may 
be  used.  Pure  glycerine  (Price's)  may  be  freely  employed  as  a 
sweetener  instead  of  sugar.  Chocolate  made  with  gluten  meal 
and  soda  water  may  also  be  used.  The  free  use  of  wine  and 
spirits,  which  is  especially  recommended  by  Bouchardat  as  a 
part  of  the  diabetic  regimen,  is  of  more  than  doubtful  propriety. 
Exact  observations  do  not  support  Bouchardat's  views,  which 
are  based  on  theoretical  grounds.  Griesinger  found  that  the 
use  of  red  wine,  to  the  extent  of  a  bottle  and  a  half  or  two  bot- 
tles per  day,  strengthened  with  two  ounces  of  rectified  Spirit, 
increased  considerably  both  the  quantity  of  urine  and  the  excre- 
tion of  sugar.  In  a  second  observation  by  the  same  author,  the 
use  of  alcoholic  drinks  caused,  in  addition  to  the  above  effects, 
a  copious  diaphoresis  of  saccharine  sweat.  The  observations  of 
Garrod,  Camplin,  Rosenstein,  Siemssen,  and  Heller,  are  also 
unfavorable  to  the  free  use  of  beer,  wine,  and  spirits.  They 
should  therefore  be  used  sparingly.  The  best  are  those  which 
are  most  free  from  sugar,  namely,  dry  sherry,  claret,  bitter  ale, 
brandy,  and  whiskey.  Those  to  be  avoided  are  port,  sweet  and 
effervescent  wines,  sweet  ales,  porter,  rum,  and  gin. 

The  use  of  acid  drinks,  and  especially  dilute  phosphoric  acid, 
has  been  highly  spoken  of  in  some  quarters.  Griesinger  reports 
unfavorably  of  their  effects.  He  pushed  dilute  phosphoric  acid 
to  the  extent  of  an  ounce  daily.  At  first,  and  under  the  smaller 
doses,  the  patient  seemed  to  do  very  well;  but  after  ten  days, 
and  with  the  full  quantity,  the  volume  of  the  urine  and  the  pro- 
portion of  sugar  slightly  increased,  and  the  general  state  of  the 
patient  grew  worse.  I  have  frequently  employed  bitartrate  of 
potash  water  for  the  purpose  of  allaying  thirst,  with  good  effect. 

The  patient  should  be  clad  from  head  to  foot  in  flannel,  in 
order  to  encourage  the  action  of  the  skin,  and  defend  the  patient 
from  the  chilly  sensations  so  common  in  this  complaint.  A 
warm  bath  once  or  twice  a  week  is  also  very  grateful  to  the  pa- 
tient, and  abates  the  harsh,  arid  condition  of  the  skin. 

The  results  obtained  from  the  dietetic  treatment  differ  a  good 
deal,  according  to  the  intensity  of  the  disease  and  the  length  of 
time  it  has  existed.  The  following  records  illustrate  the  varying 
degrees  of  amendment  which  may  be  anticipated  in  confirmed 
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cases.  In  the  first  two  cases  the  patients  were  permanently 
cured.  The  third  and  fourth  cases  were  inveterate,  and,  strictly 
speaking,  incurable;  in  these  the  quantity  of  the  urine  was 
restored  (temporarily  at  least)  almost  to  its  natural  limits,  and 
the  patients  gained  flesh  and  strength  in  a  very  remarkable  de- 
gree; sugar,  however,  still  persisted  in  the  urine,  and  any  devi- 
ation from  the  prescribed  regimen  was  sufficient  to  reawaken 
the  diabetic  symptoms  in  full  intensity.  In  the  fifth  case,  not 
much  more  than  a  temporory  arrest  of  the  downward  course  was 
attained,  and  this  was  speedily  followed  by  a  resumption  of  the 
untoward  march  to  a  fatal  termination. 

Case  I. — C.  E.,  set.  39,  of  a  corpulent  habit,  came  under  my  care 
in  Oct.,  1861.  The  urine  amounted  to  eight  pints  a  day ;  specific 
gravity,  1040 ;  it  contained  a  large  quantity  of  sugar.  He  had  lost 
much  weight,  but  was  still  in  full  flesh.  The  ordinaiy  symptoms 
of  diabetes  were  present  in  moderate  intensity.  C.  E.  had  been 
dyspeptic  for  about  fourteen  years,  though  his  habits  had  been,  in 
every  respect,  temperate.  He  underwent  the  operation  of  lithotomy 
when  a  child.  For  the  last  two  years  he  had  perceived  that  he 
gradually  lost  flesh,  had  an  unusual  thirst,  and  frequent  desire  to 
pass  water.  During  this  period,  he  had  to  get  up  three  or  four  times 
each  night  to  empty  the  bladder.  Latterly  the  ankles  had  begun  to 
swell.  Most  of  the  teeth  were  carious,  and  the  gums  loose  and 
spongy.  For  two  months  the  patient  was  treated  as  an  out-patient 
of  the  Eoyal  Infirmary,  and  enjoined  to  avoid  saccharine  and  amy- 
laceous articles  of  food.  It  was  found  that  the  treatment  was  car- 
ried out  very  inefficiently;  he  was  therefore  admitted  as  an  in-patient 
on  Dec.  4,  1861. 

For  a  week,  he  was  abandoned  to  the  ordinary  mixed  diet  of  the 
hospital.  During  this  week  he  voided  daily  on  an  average  160  ounces 
of  urine  :  specific  gravity,  1035 — 1040;  mean  daily  excretion  of  sugar, 
5680  grains.  He  was  then  put  on  a  diet  of  animal  substances,  with 
cabbage  and  bran  cakes.  In  the  week  succeeding  the  change  of  diet, 
the  mean  daily  discharge  of  urine  fell  to  60  ounces:  specific  gravity, 
1022 — 1026.  The  sugar  fell  on  the  third  day  to  134  grains,  on  the 
fourth  to  116  grains,  and  at  the  end  of  the  week  to  48  grains.  In 
the  second  week  the  urine  fell  to  its  natural  volume  and  density,  and 
the  sugar  was  reduced  to  a  mere  trace.  This  trace  persisted  for  six 
weeks,  when  it  suddenly  disappeared.  The  patient  gained  weight  at 
the  rate  of  three  pounds  a  week.  He  was  then  made  an  out-patient, 
and  directed  to  continue  the  restricted  diet. 

A  trace  of  sugar  appeared  and  disappeared,  from  time  to  time,  for 
several  months,  but  ceased  altogether  in  about  eight  months.  He 
gradually  resumed  the  moderate  use  of  ordinary  bread,  and  came  to 
show  himself  at  intervals.  I  saw  him  last  in  February,  1865.  The 
urine  was  found  perfectly  free  from  sugar,  and  the  general  health  and 
embonpoint  were  completely  restored. 
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Case  II. — T.  H.,  a  very  stout,  florid-complexion  eel  man,  34  years 
of  age,  who  weighed,  when  in  health,  over  sixteen  stone,  came  under 
my  care  Sept.  19,  1864.  He  stated  that  in  the  previous  July,  when 
the  weather  was  very  sultry,  he  perspired  very  freely,  and  drank 
large  quantities  of  cold,  effervescing  beverages. 

From  this  period,  a  violent  thirst  and  frequent  desire  to  void  large 
quantities  of  urine  tormented  him.  He  lost  weight  to  the  extent  of 
about  40  lb. ;  he  was  voraciously  hungry,  and  his  strength  gradually 
declined. 

When  first  seen  by  me,  the  daily  discharge  of  urine  amounted  to 
eight  pints:  specific  gravity,  1048;  sugar,  7540  grains  per  clay.  The 
general  symptoms  were  mild.  The  tongue  and  skin  were  moist,  the 
teeth  sound,  the  gums  only  slightly  spongy.  He  complained  of  in- 
cessant thirst,  inordinate  appetite,  pain  in  the  back,  and  feebleness. 

He  was  put  on  a  restricted  diet  on  Sept.  22,  and  observed  the  direc- 
tions given  to  him  with  the  most  praiseworthy  strictness.  He  was 
allowed  bran  cakes,  butter,  fresh  meat,  eggs,  cabbage,  tea  and  coffee 
sweetened  with  glycerine,  ad  libitum.  He  was  cut  off  from  potatoes 
at  once,  and,  after  two  days,  likewise  from  ordinary  bread,  and  lim- 
ited entirely  to  the  articles  above  enumei'ated.  A  warm  bath  was 
administered  every  evening,  and  a  pill  containing  half  a  grain  of 
opium  and  one  grain  of  sulphate  of  iron  was  given  three  times  a  day. 

On  the  third  day  great  improvement  had  taken  place.  The  urine 
was  reduced  to  50  ounces:  specific  gravity,  1028;  sugar,  210  grains. 

For  two  days  the  patient's  condition  remained  in  every  respect 
stationary,  but  on  Sept.  28th  he  did  not  feel  so  well.  The  urine  had 
fallen  to  20  ounces,  and  the  sugar  to  a  very  small  quantity;  the 
pulse  was  98,  tongue  furred,  and  a  degree  of  pyrexia  prevailed.  He 
sweated  profusely  after  the  baths;  and  some  haemorrhoids  to  which 
he  was  subject  became  very  painful,  the  bowels  being  confined. 

This  disturbance  was  attributed  partly  to  the  somewhat  too  sud- 
den revolution  in  the  diet,  and  partly  to  the  constipating  effects  of 
the  pills. 

On  Sept.  29,  the  pills  were  withdrawn,  the  baths  were  adminis- 
tered every  other  evening,  instead  of  daily,  a  little  ordinary  bread 
was  allowed,  a  dose  of  castor  oil  administered,  and  the  patient  di- 
rected to  keep  his  bed. 

In  a  few  days  this  disturbance  subsided,  and  the  restricted  diet 
was  again  rigidly  enforced.  Rapid  amendment  set  in ;  the  urine 
returned  to  its  natural  quantity  and  density;  the  sugar  gradually 
diminished,  and  on  October  17,  it  had  entirely  disappeared  from  the 
urine. 

The  restricted  diet  was  adhered  to  for  another  fortnight,  and  then 
a  gradual  return  to  the  use  of  ordinary  bread  was  permitted,  the 
urine  being  carefully  examined  for  sugar  from  time  to  time,  but 
none  found. 

At  the  beginning  of  1865,  the  bran  cakes  were  discontinued;  ordi- 
nary bread  was  allowed  freely,  and  a  small  portion  of  potatoes.  At 
the  end  of  January,  all  restrictions  on  the  diet  were  withdrawn. 
The  patient  had  now  reached  almost  his  original  weight  of  16  stone, 
and  felt  himself  in  every  respect  perfectly  well.  He  was  last  seen 
on  July  25,  1865.     The  urine  was  found  perfectly  free  from  sugar. 
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In  the  first  of  these  instances,  a  confirmed  but  mild  case  of 
diabetes,  of  two  years'  standing,  was  perfectly  and  permanently 
cured  by  the  dietetic  treatment  in  about  eight  months.  In  tire 
second  instance,  diabetes  of  three  months'  standing  was  com- 
pletely cured  in  less  than  a  month.  Recoveries  so  complete  as 
these  are,  unfortunately,  rare.  The  two  following  are  examples 
of  the  conditional  amelioration,  which  may  be  commonly  at- 
tained, even  in  severe  cases: 

Case  III. — E.  H.,  a  well-grown  girl  of  16,  a  factory  hand,  had 
been  diabetic  for  three  years.  She  was  admitted  into  the  Manches- 
ter Infirmary,  March  26,  1860. 

The  disease  was  uncomplicated,  and  exhibited  in  great  severity 
the  outward  signs  of  diabetes  in  an  advanced  stage.  There  was  a 
harsh,  dry  skin;  a  tongue  like  a  piece  of  broiled  ham,  and  deeply 
furrowed;  abdominal  pains,  constant  drowsiness,  consuming  thirst, 
gross  appetite,  dry  scurfy  skin,  and  great  emaciation. 

For  a  fortnight  after  admission,  she  was  put  on  the  common  diet 
of  the  hospital,  which  includes  a  liberal  allowance  of  meat,  pota- 
toes, and  bread.  The  state  of  the  urine,  during  the  last  six  days  of 
this  fortnight,  was  as  follows:  Mean  daily  discharge,  210  ounces; 
mean  daily  excretion  of  sugar,  10,400  grains;  average  density  1042. 
Her  weight  was  80  lbs. 

The  diet  was  then  changed.  Milk  and  all  vegetable  compounds 
were  withdrawn;  instead,  she  was  allowed  an  unlimited  supply  of 
eggs,  fresh  meat,  and  beef  tea.  The  patient  did  not,  however,  ob- 
serve my  directions  strictly,  but  obtained,  and  surreptitiously  con- 
sumed, certain  quantities  of  oranges,  sugar,  and  treacle-toffy.  Never- 
theless, a  remarkable  improvement  in  her  condition  took  place.  At 
the  end  of  eleven  days,  the  mean  results  since  the  change  of  diet 
were:  Daily  discharge  of  urine,  70  ounces;  sugar,  1860  grains;  aver- 
age density,  1034.  Weight,  81  lbs.  The  general  health  was  also 
much  ameliorated;  the  skin  was  softer,  the  tongue  less  fiery,  the 
thirst  and  appetite  allayed. 

On  April  21st,  bran  cakes  were  added  to  the  animal  diet,  and 
greatly  relished  by  the  patient.  From  this  date  to  May  16th — a 
period  of  26  days — no  further  change  was  made.  The  results  are 
shown  in  the  following  table.  I  have  divided  the  period  into  weeks, 
for  the  purpose  of  displaying  the  gradual  progress: 


Average  daily 

quantity  of 

urine, 

Range  of 

Sugar 
each  day, 

Weight, 

ounces. 

density. 

grains. 

lbs. 

First  week,    . 

.     .     54 

1025—1083 

1160 

81 

Second  week, 

.     .     67 

1021—1081 

970 

84 

Third  week,  . 

.     .     51 

1022—1035 

870 

85 

Fourth  week, 

.     .     49 

1019—1035 

690 

86 

Entire  period, 

.     .     55 

1019—1035 

897 

With  this  increase  of  weight,  her  general  condition  had  improved; 
the  tongue  had  become  pale  and  moist,  but  it  was  still  mapped  on 
the  surface,  and  unnaturally  smooth. 
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On  the  16th  of  May,  milk  was  added  to  the  previous  diet;  the 
results  are  given  in  a  preceding  page.  (See  page  195.)  On  June 
12th,  milk  was  again  withdrawn,  and  gluten  bread  substituted  for 
bran  cakes.  Cabbage  was  also  allowed  with  dinner.  The  flow  of 
urine  on  this  diet  averaged  41  oz.,  and  the  sugar  1020  grains  per 
day.  The  body-weight  went  on  increasing  to  98  lbs.  Her  general 
condition  was  now,  at  the  end  of  eleven  weeks  of  treatment,  such, 
that  an  unprofessional  person  would  have  pronounced  her  cured. 
The  outward  signs  of  diabetes  had  disappeared;  the  skin  was  re- 
stored to  its  natural  softness;  the  thirst  and  appetite  were  no  longer 
inordinate;  the  flow  of  urine  was  reduced  within  the  normal  com- 
pass. The  patient  had  gained  18  lbs.  in  weight;  she  slept  soundly, 
had  neither  pain  nor  ache;  her  strength  was  so  far  restored,  that 
she  was  able  actively  to  assist  the  nurses  in  the  work  of  the  wards. 
She  came  from  a  distant  town,  and  her  history  after  leaving  the  in- 
firmary is  unknown  to  me. 

Case  IY. — W.  A.,  a  factory  hand,  ast.  30,  was  admitted  as  an  out- 
patient, October  12,  1859.  He  presented  the  usual  appearance  of 
diabetes  in  fall  career.  The  disease  was  uncomplicated,  and  had  ex- 
isted about  a  year.  The  quantity  of  urine  varied  from  10  to  15 
pints  daily,  and  its  density  averaged  1044.  The  patient  was  di- 
rected to  observe  a  restricted  diet ;  and  a  pill  containing  a  grain  of 
opium,  with  a  quarter  of  a  grain  of  sulphate  of  iron,  and  half  a  grain 
of  quinine,  was  ordered  three  times  a  day.  This  treatment  was 
continued — the  doses  of  opium  being  gradually  increased — for  seven 
months.  A  marked  improvement  took  place;  the  diabetic  symp- 
toms abated  considerably;  the  tongue  became  moist:  the  urine  fell 
to  five  and  six  pints  daily,  with  a  specific  gravity  of  1040.  The  su- 
gar averaged  4400  grains.  He  gained  strength  and  some  weight, 
and  was  able  to  resume  his  occupation  for  a  time.  As  his  condition 
appeared  stationary,  he  was  made  an  in-patient  on  May  8th,  1860. 
On  his  admission,  all  medicines  were  discontinued,  and  the  patient 
was  allowed  the  mixed  diet  of  the  house.  The  effect  of  this  change 
was  a  sudden  reappearance  of  all  the  untoward  symptoms,  with  a 
sense  of  great  debility,  and  an  alarming  cough.  The  condition  of 
the  urine  was  as  follows :  Daily  discharge  of  urine,  205  oz. ;  sugar, 
7400  grains;  average  density,  1042.  Three  days  of  this  freedom 
from  treatment  had  forced  him  to  keep  his  bed. 

I  now  gradually  withdrew,  all  anrylaceous  substances,  and  substi- 
tuted meat,  fish,  eggs,  and  beef-tea.  He  was  also  allowed  eight 
ounces  of  brandy  daily.  After  the  change  was  completed,  the  diet 
was  absolutely  devoid  of  starch  and  sugar.  Under  this  diet,  the 
urine  altered  greatly  for  the  better.  During  the  first  week  of  the 
restricted  diet,  the  daily  discharge  of  urine  was  61  oz.;  daily  excre- 
tion of  sugar,  928  grains;  average  density,  1032.  The  general 
symptoms  also  improved,  but  not  in  proportion  to  the  amelioration 
in  the  condition  of  the  urine. 

A  second  week  of  the  same  treatment  brought  down  the  urine  to 
daily  discharge,  56  oz.;  daily  excretion  of  sugar,  658  grains;  average 
density,  1028. 

I  was  now  met  with  the  difficulty  which  so  many  have  encoun- 
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tered  in  pursuing  this  treatment;  namely,  a  total  failure  of  the  ap- 
petite, and  consequent  alarming  depression  of  all  the  vital  powers. 
To  obviate  these  untoward  events,  the  patient  was  allowed  bran 
bread  and  the  free  use  of  green  vegetables — cabbage,  lettuce,  anil 
water-cresses.  A  grain  of  opium  was  also  given  three  times  a  day. 
The  diet  was  therefore  still  starchless,  and  almost  entirely  devoid  of 
sugar.  Decided  amendment  followed  this  change,  and  in  a  few  days 
the  returning  strength  and  cheerfulness  kept  pace  with  the  im- 
proved appetite  and  increasing  weight. 

During  the  remainder  of  his  stay  in  the  infirmary,  a  period  of  two 
months,  no  further  change  of  importance  was  made  in  the  diet  or 
medicine.  The  patient's  weight  on  admission  was 97  lbs.;  but  it  ra- 
pidly sank  in  the  first  few  days,  and  at  the  end  of  three  weeks  it 
was  only  91  lbs.  From  this  time  onward,  however,  the  weight 
began  to  increase,  and  it  went  up  gradually  to  105  lbs.,  which  point 
it  had  reached  the  week  of  his  discharge. 

The  state  of  the  urine  for  the  last  two  months  was  remai'kably 
constant.  The  daily  discharge  varied  from  40  to  60  oz. ;  the  daily 
excretion  of  sugar,  from  800  to  1000  grains;  the  average  density, 
from  1030  to  1033. 

The  excretion  of  sugar  ruled  higher  than  when  the  diet  was  ex- 
clusively animal.  This  I  attributed  to  the  improved  appetite,  which 
enabled  the  patient  to  take  more  nourishment,  rather  than  to  any 
untoward  influence  exercised  by  the  green  vegetables. 

I  might  greatly  multiply  examples  of  this  class ;  but  it  will 
be  more  useful,  to  illustrate  the  less  fortunate  results  for  which 
the  practitioner  must  also  be  prepared. 

Case  Y. — E.  B.,  a  niece  of  the  patient  C.  R.,  who  made  so  good  a 
recovery,  was  admitted  into  the  Royal  Infirmary  in  December,  1862. 
She  had  been  diabetic  for  16  months;  and  suffered  from  excessive 
thirst,  voracious  appetite,  and  great  emaciation.  The  tongue  was 
glazed,  skin  harsh  and  dry.  There  was  no  complication.  The  urine 
amounted  to  15  pints  a  day,  and  contained  over  10,000  grains  of 
sugar  when  she  lived  on  a  mixed  diet. 

She  remained  in  hospital  two  months;  and  was  gradually  limited 
to  a  diet  of  animal  flesh,  with  eggs,  cabbage,  and  bran  bread.  On 
this  diet  she  slowly  gained  three  pounds  in  weight,  and  improved 
sensibly  in  her  general  health,  The  urine,  however,  never  fell  below 
five  pints;  usually  it  oscillated  between  seven  and  eight  pints,  with 
a  specific  gravity  ranging  from  1030  to  1040,  and  a  daily  excretion 
of  sugar  of  4450  to  7420  grains. 

After  leaving  the  Infirmary,  she  speedily  relapsed,  gradually  grew 
worse,  and  died  in  March,  1863,  in  the  Withington  Workhouse. 

Much  discredit  has  been  thrown  on  the  dietetic  treatment,  by 
a  slovenly  and  incomplete  manner  of  carrying  it  out.  It  re- 
quires most  vigilant  watching  to  keep  guard  against  the  admis- 
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sion  of  forbidden  articles.  The  patient's  own  craving  for  them 
is  often  too  mnch  for  his  resolution,  and  most  artful  deceits  are 
practised  on  the  medical  attendant.  This  is  especially  the  case 
at  the  beginning  of  the  treatment.  After  awhile,  the  patient 
perceives  from  his  own  experience,  the  importance  of  abstaining, 
and  the  desire  for  the  forbidden  articles  diminishes  very  notably 
after  the  lapse  of  some  weeks.  Amylaceous  compounds,  too, 
are  often  unwittingly  administered  by  the  attendants.  Starchy 
matter  is  never  absent  from  the  cook's  hand ;  it  enters,  in  one 
guise  or  other,  into  almost  every  dish. 

Then  there  arises  the  other  difficulty — the  rejection  by  the 
stomach  of  the  restricted  diet.  This  difficulty  is  perhaps  made 
too  much  of.  A  skilful  selection  and  frequent  change  of  ar- 
ticles of  diet,  usually  suffices  to  reconcile  the  digestive  organs. 
The  field  of  selection  among  admissible  articles  is  so  wide  that, 
in  private  practice,  the  practitioner's  resources  are  inexhaustible. 
Among  hospital  patients,  however,  the  embarrassments  on  this 
score  are  very  serious. 

There  are  cases  of  such  severity,  that  not  even  a  temporary 
amendment  can  be  obtained  by  the  dietetic  treatment.  I  have 
known  more  than  one  such  instance  in  children  under  ten  years 
of  age,  in  whom  the  disease  ran  a  rapid  course,  and  proved 
fatal  in  a  few  months.  There  are  also  a  certain  number  of 
chronic  cases  in  which  the  dietetic  treatment  proves  unsuitable, 
and  hastens  rather  than  retards  the  final  catastrophe.  These 
are  for  the  most  part  long  standing  cases — cases,  perhaps,  which 
have  been  benefited  at  a  previous  epoch  by  that  treatment.  In 
two  of  my  infirmary  patients,  who  were  readmitted  to  the 
benefits  of  the  charity  after  an  interval  of  several  months,  a 
much  more  decided  amelioration  followed  the  dietetic  treatment, 
during  the  first  period  of  their  stay,  than  during  the  second. 

The  sugar-forming  vice  of  the  diabetic  system  appears  at  first 
(and  throughout  in  the  milder  cases),  confined  to  saccharine  and 
amylaceous  articles  of  food ;  but  as  the  disease  becomes  invete- 
rate, the  assimilation  of  the  albuminous  principles  is  more  and 
more  affected,  until  at  length,  these  yield  sugar  almost  as  readily 
as  the  former.  Griesinger  found  in  a  case  of  this  kind,  on  strict 
flesh  diet,  that  three-fifths  of  the  albuminous  materials  reap- 
peared in  the  urine  as  sugar.  When  matters  have  come  to  this 
pass,  it  is  not  to  be  wondered  at,  that  the  patient  no  longer  de- 
rives  benefit  from  a  restricted   diet,  which   he  can  only  use 
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sparingly,  and  almost  with,  disgust,  and  that  he  should,  on  the 
whole,  find  himself  in  a  better  position  when  abandoned  to 
ordinary  mixed  fare,  which  he  can  consume  in  abundance,  and 
with  relish.  Experience  is  imperative  on  this  point.  When  a 
flesh  diet,  judiciously  eked  out  by  appropriate  substitutes  for 
bread  and  potatoes,  fails  to  ameliorate  the  general  condition,  it 
should  not  be  too  obstinately  persisted  in  after  a  fair  trial.  The 
practitioner  should  give  way  first  with  regard  to  bread,  and  hold 
out  longest  against  potatoes.  No  inflexible  and  universal  rule 
can  be  laid  down  respecting  the  diet  of  diabetic  individuals, 
under  all  circumstances  and  in  all  stages  of  the  complaint. 
Cases  will  occur,  in  which  the  power  to  take  a  plentiful  supply 
of  a  mixed  diet,  more  than  compensates  for  the  increasing  thirst 
and  freer  discharge  of  urine  and  sugar.  I  have  also  noted  that 
some  of  the  milder  types  of  this  disease,  in  which  saccharine 
urine  is  unaccompanied  with  diuresis,  are  made  worse  by  a  too 
restricted  diet  (see  appendix  to  this  chapter). 

Medicinal  Substances  in  Diabetes  :  Supplementary  Means. — Some 
of  these  are  employed  under  the  impression  that  they  possess  a 
really  curative  power  in  this  disease :  others  are  resorted  to, 
simply  as  adjuvants,  to  combat  some  particular  symptom. 

The  inquiries  hitherto  made  on  the  supplementary  means — 
medicinal  and  other — employed  in  the  treatment  of  diabetes, 
are  mostly  vitiated,  by  an  insuflicient  separation  of  their  effects, 
from  those  of  the  restricted  diet,  which  is  usually  conjoined 
therewith,  and  a  want  of  attention  to  the  clinical  grouping  of 
the  cases.  A  number  of  remedies  have  been  extravagantly 
lauded  on  diverse  hands,  and  have  in  this  way  attained  an  ephe- 
meral reputation ;  but  when  tried  by  accurate  observers,  they 
have  proved  to  be  absolutely  inert.  Unless  the  points  just  indi- 
cated are  kept  in  view,  only  misleading  conclusions  can  be 
drawn  from  any  inquiries  on  this  subject.  It  is  quite  possible, 
that  remedies  which  have  proved  powerless  in  inveterate  cases, 
may  be  of  real  service  in  milder  examples  of  a  different  type,  or 
in  the  earlier  stages  of  the  disease.  A  complete  revision  of  the 
supplementary  means  of  treating  diabetes  is  loudly  called  for. 
It  may  be  taken  for  granted,  that  the  general  basis  of  all  treat- 
ment of  diabetes,  must  be  the  dietetic  restrictions  already  de- 
scribed. Other  means  must  be  studied  with  a  clear  understand- 
ing of  their  supplementary  and  subordinate  place. 
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Opium. — This  narcotic  is  unquestionably  of  great  use  in  the 
treatment  of  diabetes — not  from  its  direct  influence  on  the 
course  of  the  disease,  but  from  its  anodyne  properties.  If  no 
restriction  be  placed  on  the  diet,  opium  in  doses  of  from  6  to  20 
grains  a  day,  has  always,  in  my  experience,  had  the  power  of 
reducing  the  flow  of  urine  by  about  one  half;  that  is  to  say,  of 
bringing  it  down  to  five  or  eight  pints,  and  this  without  iucreas- 
ino-  its  density.  But  notwithstanding  this  amelioration  in  the 
state  of  the  urine,  the  downward  progress  of  the  disease  is  not 
arrested ;  and  the  effect  of  the  drug  seems  attributable  to  its 
deadening  influence  on  the  appetite,  rather  than  to  a  specific 
power  of  checking  the  formation  of  sugar.  "When  opium  is 
given  to  patients  under  a  restricted  diet,  it  does  not  exhibit  the 
least  power  of  lessening  the  flow  of  urine  or  the  excretion  of 
sugar.  Its  value  depends  on  its  power  of  inducing  sleep,  and 
of  allaying  the  dolorous  sensations,  and  irritability,  which  con- 
stantly torment  diabetic  patients. 

There  is  great  tolerance  of  opium  in  confirmed  diabetes. 
Doses  of  2,  3,  and  5  grains,  three  times  a  day,  are  generally 
borne  without  the  production  of  any  appreciable  narcotism. 

Alkalies. — Alkaline  substances  have  been  especially  recom- 
mended by  Miahle,  on  account  of  their  supposed  power  of  favor- 
ing the  oxidation  and  destruction  of  sugar  in  the  blood.  These 
theoretical  views  are  now  overthrown.  In  two  of  my  patients, 
I  made  a  trial  of  full  doses  of  the  bicarbonate  of  potash.  One 
of  them  was  on  a  mixed  ordinary  diet,  and  the  disorder  was  far 
advanced.  The  urine  was  rendered  alkaline  for  ten  days  with- 
out in  any  way  altering  the  excretion  of  sugar,  or  the  general 
condition.  In  the  second  case,  the  patient  was  on  a  restricted 
diet.  She  took  for  a  fortnight  320  grains  of  the  bicarbonate 
daily,  in  divided  doses  ;  the  urine  was  thereby  rendered  freely 
alkaline.  During  the  week  preceding  the  alkaline  treatment, 
1160  grains  of  sugar  were  excreted  daily.  In  the  first  week  of 
the  alkaline  treatment  970  grains  a  day  were  separated,  and  in 
the  second  week  870  grains.  In  the  week  following  the  with- 
drawal of  the  alkali,  the  sugar  amounted  to  690.  This  observa- 
tion tends  to  show  that  the  alkali  had  no  appreciable  influence 
on  the  excretion  of  sugar.  I  have  not  encountered  any  diffi- 
culty in  rendering  the  urine  alkaline  in  diabetes,  as  Dr.  Pavy 
seems  to  have  done. 
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Rennet  and  Pqisine  have  of  late  been  vaunted  in  such  terms 
of  confidence,  as  to  raise  hopes  which  are  not  destined  to  be 
realized.  The  most  remarkable  results,  obtained  from  rennet^ 
are  those  published  by  Dr.  James  Gray.  He  states  that  of 
twenty-seven  persons  treated,  seven  recovered.  This  is  an  ex- 
ample of  most  rare  success,  and  it  is  to  be  regretted  that  the 
cases  are  not  reported  with  that  exactitude  and  detail,  which 
are  desirable  on  such  debatable  ground.  In  all  of  them  a  rigid 
adherence  to  animal  diet  and  bran  bread  was  insisted  on ;  and 
it  seems  more  than  probable  that  the  amendment  in  each  case 
was  due  to  the  restricted  diet  rather  than  to  the  rennet.  Dr. 
Nelson,  of  Birmingham,  extols  the  same  remedy.  His  cases  do 
not  seem  to  have  been  severe  ones;  and  the  diet  was  regulated 
in  at  least  some  of  them.  The  reports  are  much  more  imper- 
fect than  those  of  Dr.  Gray. 

I  gave  rennet  a  resolute  trial  in  one  confirmed  case.  It  was 
prepared  in  the  manner  recommended  by  Dr.  Gray,  and  given 
in  doses  of  two  tablespoonfuls  three  times  a  day.  The  patient 
took  it  for  more  than  two  months,  conjoined  with  a  rigidly  re- 
stricted diet.  During  this  period  he  improved,  and  gained  5 
lbs.  in  weight.  But  he  was  improving  just  as  rapidly  before  he 
began  the  rennet,  and  the  daily  excretion  of  sugar  had  not  in 
the  least  diminished  during  its  use.  Griesinger,  in  two  cases, 
accurately  observed,  found  even  a  slight  increase  of  sugar  during 
the  use  of  rennet.  Other  trustworthy  reports  are  equally  un- 
favorable. 

Parkes1  and  Leubuscher2  found  pepsine  useless. 

I  conceived  that  it'  was  worth  a  trial,  whether  some  of  the 
substances  which  act  powerfully  on  the  nervous  system,  might 
not  exercise  a  beneficial  effect  in  diabetes.  "With  this  view,  I 
exhibited  strychnia  and  belladonna,  in  gradually  increasing 
doses,  until  their  plrysiological  effects  began  to  be  perceived. 
But  not  the  slightest  influence  on  the  excretion  of  sugar  could 
be  discovered  during  their  use. 

In  the  present  state  of  knowledge,  we  are  forced  to  the  con- 
clusion, that  no  known  medicament  possesses  the  least  power 
of  directly  checking  the  sugar-forming  vice  in  diabetes.     There 

1  On  the  Composition  of  the  Urine,  p.  356,  note. 

2  Arch.  f.  Path.  Anat,  B.  xviii,  119. 
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is,  however,  a  large  field  for  the  operation  of  adjuvant  remedies, 
employed  simply  for  their  ordinary  therapeutical  effects. 

The  obstinate  constipation,  which  commonly  prevails  in  dia- 
betes, must  be  corrected  by  a  regulated  use  of  castor  oil,  Seid- 
litz  powders,  or  the  ordinary  rhubarb  and  magnesia  mixture. 
Anodynes  are  called  for  to  subdue  pain,  nervous  exhaustion, 
restlessness,  and  insomnia.  Dyspeptic  symptoms  are  to  be 
combated  by  alkaline  tonics  :  and  for  this  purpose  I  know  of  no 
better  combination  than  the  bicarbonate  of  potash  in  infusion 
of  calumba,  with  hydrocyanic  acid.  The  poverty  of  the  blood 
and  the  progressive  emaciation,  are  best  combated  by  long 
courses  of  iron  and  co'd-liver  oil.  I  have  already  spoken  of  a 
solution  of  bitartrate  of  potash,  as  the  best  means  of  directly 
allaying  the  thirst.  When  the  craving  for  food,  and  sense  of 
sinking  at  the  epigastrium  are  troublesome,  a  pill  containing 
two  or  three  grains  of  assafoetida,  administered  twice  or  thrice 
a  day,  gives  most  striking  relief. 

Diabetic  patients  often  reap  considerable  benefit  from  change 
of  air,  and  a  sojourn  at  watering-places.  The  Bristol  Hotwells, 
Vichy,  and  Carlsbad  waters  have  obtained  some  celebrity  for 
their  utility  in  diabetes.  In  milder  cases,  sea-bathing  may  be 
recommended  in  moderation  in  the  hot  season  of  the  year.1 

Saccharine  treatment  of  diabetes. — Piorry  conceived  the  odd  idea, 
that  the  main  evils  of  diabetes  depended  on  the  loss  of  sugar 
through  the  kidneys,  and  that,  by  compensating  this  loss  by 
administering  sugar  internally,  these  evils  could  be  overcome. 
Dr.  W.  Budd,  of  Bristol,  followed  up  Piorry's  lead,  and  admin- 
istered from  5  to  8  ounces  of  sugar  and  4  ounces  of  honey  to 
two  diabetic  patients,  with  great  benefit.  Ordinary  mixed  diet 
(excluding  potatoes)  was  conjoined.  These  results  produced 
new  trials  of  this  treatment  by  Dr.  Burd,  of  Shrewsbury;  Dr. 
Sloane,  of  Leicester;  Dr.  Bence  Jones,  and  Griesinger,  but  with 
results  so  decidedly  unfavorable  as  to  leave  no  doubt  of  the 
inutility  of  this  practice.  A  full  resume  of  the  results  of  the 
saccharine  treatment  of  diabetes  may  be  found  in  a  paper  by  the 
author,  in  the  "British  Medical  Journal"  for  November,  1860. 

1  Bouchardat,  in  a  recent  memoir,  speaks  in  the  highest  terms  of  enforced 
exercise  and  gymnastics  for  diabetic  patients.  See  Annuaire  de  Therap.,  1865, 
p.  291. 
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MILDER  TYPES  OF  DIABETES. 


The  cases  brought  together  under  this  heading  are  somewhat 
miscellaneous;  and  they  do  not  present  those  marks  of  unifor- 
mity, which  are  required  to  constitute  a  homogeneous  patho- 
logical group.  They  are  separated  from  classical  diabetes  by 
certain  broad  distinctions,  of  clinical  importance ;  but  they  ex- 
hibit among  themselves  certain  disagreements,  which  make  it 
evident  that  they  represent  more  than  one  type  of  disease. 

From  ordinary,  or  classical  diabetes,  these  milder  types  are 
distinguished  by  all  or  most  of  the  following  signs:  absence  of 
a  fixed  tendency  to  a  fatal  termination;  absence,  or  only  mode- 
rate degree  of  thirst,  voracity,  and  emaciation;  slight  or  tem- 
porary increase  in  the  quantity  of  urine;  transitory  duration; 
amenability  to  treatment ;  slight,  moderate,  or  intermittent  gly- 
cosuria. 

The  greater  number  of  these  cases  fall  within  one  or  other 
of  the  three  following  groups,  to  each  of  which  illustrative 
examples  are  appended: 

Group  I. — Urine  persistently  saccharine;  density,  1030  to 
1043;  diuresis  absent,  or  very  moderate;  no  excessive  thirst  or 
appetite;  moderate  conservation  of  strength  and  flesh;  stationary 
condition. 

Case  I. — Mr.  B.,  a  manufacturer,  get.  45,  thin,  but  not  markedly 
emaciated,  able  to  attend  to  his  business,  consulted  me  May  14, 1861. 
His  health  had  been  feeble  for  six  months.  He  complained  of  weak- 
ness, loss  of  appetite,  and  restlessness.  The  urine  had  never  ex- 
ceeded four  pints,  and  usually  did  not  exceed  three  pints,  in  the 
twenty-four  hours.  The  specimen  sent  to  me  for  analysis  had  a 
density  of  1042,  and  contained  7.2  per  cent,  of  sugar.  There  was 
no  inordinate  appetite  or  thirst;  the  skin  was  moist.  The  patient 
had  tried  a  diet  composed  of  animal  flesh  and  green  vegetables,  but 
had  been  unable  to  adhere  thereto  on  account  of  the  total  failure  of 
the  appetite. 

During  the  last  four  years  I  have  seen  this  patient  several  times. 
His  condition  continues  unchanged,  both  as  to  the  general  health 
and  the  state  of  the  urine.  He  is  still  a  valetudinarian,  but  goes 
about  his  business,  and  observes  a  diet,  only  restricted  with  respect 
to  the  use  of  potatoes. 

14 
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Case  II. — Mr.  F.,  set.  50,  formerly  engaged  in  business.  He  con- 
sulted me  in  Nov.,  1862,  and  stated  that  he  had  been  ailing  about 
three  years,  suffering  from  indigestion,  lowness  of  spirits,  and  loss 
of  strength.  A  twelvemonth  before,  sugar  had  been  detected  in  the 
urine.  The  urine  had  not  at  any  time  exceeded  three  pints  in  the 
twenty-four  hours.  He  has  never  been  troubled  with  thirst;  the 
skin  is  usually  moist;  there  has  been  slight  emaciation,  lie  has 
tried  a  restricted  diet  without  any  benefit. 

Two  specimens  of  urine  were  handed  to  me  for  analysis;  one  on 
November  20,  1862,  and  the  other  on  April  22,  1863.  The  former 
contained  7.7  per  cent,  of  sugar,  and  the  latter  (which  had  a  specific 
gravity  of  1039)  6.3  per  cent.  The  daily  quantity  at  both  dates 
was  three  pints.  The  disorder  in  this  instance  appears  to  have 
arisen  from  worry  and  anxiety  connected  with  business ;  but  for  a 
period  of  two  years  after  giving  up  business  he  remained  in  statu  quo, 
no  treatment  appearing  to  have  any  beneficial  result.  Recently  he 
has  been  in  much  better  health,  has  recovered  his  weight,  strength, 
and  cheerfulness,  and  believes  himself  thoroughly  rid  of  his  com- 
plaint; and  yet  the  urine  has  now  (Feb.  23,  1865)  a  specific  gravity 
of  1035,  and  contains  5.7  per  cent,  of  sugar. 

Case  III. — Dr.  Latham1  relates  a  case  resembling  these  in  most 
respects,  but  differing  in  its  fatal  termination.  The  patient  was  a 
gentleman,  set.  40,  well  known  in  the  profession  of  the  law.  The 
urine  at  no  time  exceeded  a  quart,  but  it  was  so  sweet  "that  it 
might  easily  have  been  mistaken  for  syrup."  The  dietetic  treat- 
ment was  resolutely  tried  without  any  good  effect :  he  died  with 
cough,  colliquative  sweats,  and  other  signs  of  phthisis. 

Group  II. — Glycosuria,  temporary  or  intermittent :  thirst  and 
diuresis  moderate,  or  none;  little  emaciation  and  loss  of  strength; 
the  complaint  depending  on  mental  anxiety,  blows  on  the  head, 
or  concussion  of  the  spine,  and  terminating  in  complete  recovery. 

Case  IV. — A  gentleman,  set.  46,  engaged  in  business,  consulted 
me  on  March  23,  1862.  He  had  suffered  from  slight,  recurrent,  dys- 
peptic symptoms  for  more  than  a  year,  together  with  numerous 
nervous  phenomena  and  loss  of  rest.  During  this  period,  he  had 
undergone  great  mental  stress  in  connection  with  the  responsibilities 
of  a  large  manufacturing  concern.  On  two  occasions  he  had  been 
seized  with  some  kind  of  fit,  which,  from  the  description  given,  ap- 
peared to  be  a  bastard  epilepsy.  In  one  of  these,  he  had  fallen  from 
his  horse  ;  but  there  was  no  direct  injury  to  the  head.  At  my  re- 
quest a  specimen  of  urine  was  sent  for  examination.  Its  specific 
gravity  was  1035,  and  it  contained  5.2  per  cent,  of  sugar;  no  albu- 
men or  other  abnormal  ingredient  was  present.  The  daily  quantity 
did  not  exceed  three  pints.  He  was  put  on  a  moderately  restricted 
diet,  and  recommended  to  make  arrangements  which  would  relieve 
him  of  a  large  portion  of  his  responsibilities.     He  continued  under 

1  Latham  on  Diabetes,  p.  147. 
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my  observation  for  six  months.  The  sugar  disappeared  in  about 
six  weeks,  except  a  trace,  which  also  vanished  at  the  end  of  four 
months.     His  health  is  now  (July,  1865)  perfectly  restored. 

One  of  the  most  singular  instances  of  glycosuria,  persisting 
for  several  months,  unaccompanied  with  any  of  the  symptoms 
of  true  diabetes,  is  related  by  Griesinger  (loc.  cit.  p.  51). 

Case  V. — A  medical  student  had,  during  a  course  of  chemical  in- 
struction, in  the  year  18 — ,  often  examined  his  urine,  and  found  it 
in  every  respect  normal.  He  spent  the  summer  of  the  succeeding 
year  in  Switzerland,  and  underwent  a  number  of  wettings  on  botan- 
ical excursions.  Some  months  later,  while  in  perfect  health,  the  ap- 
pearance of  the  urine  attracted  his  attention.  On  examination  it 
gave  an  abundant  sugar  reaction  with  Trommer's  test.  He  now  ex- 
amined the  m*ine  daily,  ai*d  found  the  density  to  vary  between  1022 
and  1027.  The  glycosuria  persisted  throughout  the  following  winter, 
during  which  he  continued  to  reside  in  the  same  moist  and  foggy 
locality.  In  the  succeeding  spring,  Herr returned  from  Switzer- 
land, and,  being  much  occupied,  had  no  longer  any  time  to  bestow 
on  his  diabetes;  and  when,  in  the  course  of  the  ensuing  summer,  he 
examined  the  urine  again,  he  found  it  totally  free  from  sugar,  nor 
has  a  trace  been  found  in  it  since.  During  the  entire  period  that 
the  urine  contained  sugar  he  did  not  experience  a  single  one  of  the 
known  symptoms  of  diabetes. 

Group  III. — Glycosuria  in  persons  advanced  in  years ;  of  full 
habit;  moderate  conservation  of  flesh  and  strength;  moderate 
diuresis ;  moderate  amount  of  sugar ;  abundance  of  uric  acid 
deposits;  often  gout;  sugar  sometimes  present  for  years,  vary- 
ing greatly  in  quantity,  sometimes  intermitting — termination 
variable. 

Dr.  Bence  Jones  has  published  an  account  of  a  number  of 
cases  of  this  class.1  Of  twenty- nine  cases  of  glycosuria,  observed 
by  him  in  the  preceding  three  years,  eleven  were  above  sixty 
years  of  age,  and  six  of  these  were  above  seventy.  He  supplies 
the  following  analysis  of  these  eleven  cases : 

In  2,  The  disease  was  intermitting. 

"  6,  The  quantity  of  urine  was  scarcely,  if  at  all,  increased'. 

"  1,  The  quantity  was  increased,, but  the  disease  had  prob- 
ably existed  for  sixteen  years. 

"  1,  The  urine  was  albuminous,,  and  the  diabetic  symp- 
toms were  very  slight. 

"  1  (Above  seventy-four  years  of  age),,  the  disease  existed 
in  its  intensity. 

1  Med.  Chir.  Trans,  vol.  xxxvi'. 
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In  all  the  cases  save  one,  the  disease  was  of  exceedingly  mild 
character. 

Several  cases  of  this  kind  have  come  under  my  notice,  of 
which  the  two  following  examples  may  serve  for  illustrations. 

Case  VI. — Mr.  A.,  a  surgeon,  set.  60,  a  tall,  stout  man,  of  powerful 
frame,  consulted  me  June  II,  1863.  He  had  noticed  for  the  last  four 
months  an  undue  frequency  of  micturition,  with  a  certain  languor 
unusual  to  him,  of  which,  however,  he  thought  little,  until  the  co- 
piousness of  the  urine  excited  his  suspicions,  and  induced  him  to  test 
it  for  sugar.  This  led  to  the  detection  of  his  complaint.  He  had 
lost  some  flesh. 

When  I  examined  him,  he  had  a  ruddy  complexion  and  an  appear- 
ance of  health ;  the  appetite  was  moderate ;  thirst  somewhat  trouble- 
some; skin  moist;  he  went  about  his  usual  business — being  in  ex- 
tensive practice  in  a  rural  district — with  scarcely  more  fatigue  than 
ordinary.  The  teeth  were  extensively  decayed.  The  urine  amounted 
to  five  and  six  pints  daily.  A  specimen  carefully  collected  for  twelve 
hours  was  sent  to  me  for  examination.  It  amounted  to  68  oz. ; 
specific  gravity,  1034;  it  deposited  uric  acid  copiously,  and  contained 
6  per  cent,  of  sugar,  which  indicated  a  total  of  1800  grains  in  half  a 
day. 

Mr.  A.  was  gradually  put  on  a  restricted  diet,  with  gluten  bread. 
In  a  week,  the  urine  of  twelve  hours  had  come  down  to  45  ounces  : 
specific  gravity,  1035;  percentage  of  sugar,  6.1;  sugar  voided  in 
twelve  hours,  1190  grains. 

Four  weeks  later,  the  urine  of  twelve  hours  had  diminished  to  37 
ounces  :  specific  gravity,  1028  ;  sugar  4  per  cent;  quantity  voided  in 
twelve  hours,  673  grains.  The  general  condition  had  also  greatly 
improved ;  he  still  adhered  to  the  restricted  diet. 

I  have  seen  Mr.  A.  from  time  to  time  up  to  the  present  date  (Feb. 
1865).  He  is  now  perfectly  restored  to  his  original  health  and  em- 
bonpoint. The  restrictions  on  his  diet  have  long  since  been  relaxed. 
He  derived  considerable  advantage  from  the  use  of  almond  rusks 
and  cakes,  and  from  change  of  air  and  scene,  in  the  Highlands  of 
Scotland. 

Case  VII. — Mr.  M.,  a  retired  solicitor,  set.  72,  consulted  me  Oct. 
17,  1863.  He  was  a  florid-complexioned,  stout,  healthy,  and  vigor- 
pus-looking  man  for  his  age.  Until  sixteen  months  ago  he  had 
always  enjoyed  excellent  health. 

Sixteen  months  ago  he  was  seized  with  a  low  febrile  complaint  of 
undetermined  character.  He  kept  his  bed  for  two  months,  and  was 
greatly  reduced  by  it;  but  he  gradually  recovered,  and  went  to  Bux- 
ton to  complete  his  convalescence.  Before  going  to  Buxton,  he  had 
noticed  a  sweet  taste  in  his  mouth  and  a  certain  sweetness  of  the 
skin  of  his  hands ;  and  when  there,  he  noticed  a  great  thirst  and 
frequent  calls  tovoid  urine.  With  the  continuance  of  these  symp- 
toms he  became  rapidly  thinner,  and  sent  for  his  son-in-law,  Dr.  H., 
who  examined  the  urine,  and  discovered  sugar.  Dr.  H.  found  the 
symptoms  of  diabetes  present  in  moderate  intensity ;  gums  spongy ; 
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emaciation  very  considerable;  all  his  embonpoint  gone;  he  was 
"  reduced  to  a  little  old  man."  The  urine  amounted  to  six  and  ten 
pints  a  day  ;  and  his  thirst  was  so  tormenting,  that  he  used  to  pre- 
pare for  himself  a  large  jug-full  of  oatmeal-water  and  milk,  to  drink 
at  night. 

At  this  period,  he  was  put  upon  a  strict  flesh  diet,  with  green 
vegetables.  Great  benefit  followed  this  treatment;  and  in  about 
two  months  from  the  first  onset  of  the  diabetic  symptoms,  he  had 
recovered  from  the  attack,  and  begun  to  recover  flesh  and  strength. 
It  was  not  ascertained  whether  the  sugar  disappeared  from  the 
urine,  when  the  other  symptoms  subsided. 

He  continued  in  improved  health  for  five  or  six  months,  and  re- 
gained much  of  his  previous  vigor.  He  then  began  to  suffer  from 
severe  lancinating  pains  about  the  base  of  the  chest.  On  account 
of  these  he  sought  my  aid. 

He  complained  of  intense  pain,  of  neuralgic  character,  along  the 
course  of  the  lower  intercostal  nerves.  Up  to  the  day  before  his 
visit  to  me,  the  pain  had  been  limited  to  the  left  side,  but  it  had 
now  invaded  the  right  side;  and  a  painful  circle  embraced  him.  in  a 
line  corresponding  to  the  attachments  of  the  diaphragm.  The  pain 
was  darting,  burning,  as  if  a  red-hot  iron  were  drawn  round  him; 
it  prevailed  in  paroxysms;  but  lately  the  remissions  had  never  been 
complete ;  and  the  pain  came  forward  to  the  mesial  line,  and  de- 
scended into  the  testicles  and  penis.  Nightly  opiates  were  required 
to  induce  sleep.  He  was  very  nervous  and  agitated,  especially 
during  the  paroxysms,  but  there  was  no  fever.  Tongue  clean,  pulse 
quiet,  ranging  from  65  to  80  (he  often  counted  it  himself) ;  heart's 
sounds  were  healthy,  and  there  was  no  hypertrophy.  The  pain 
was  much  increased  by  motion  of  the  body,  as  in  walking.  There 
was  no  thirst ;  the  quantity  of  urine  was  not  increased.  Micturition 
frequent  at  night ;  appetite  pretty  fair. 

At  my  request,  he  brought  me  the  urine  made  after  dinner  on 
October  18th ;  its  specific  gravity  was  1030,  clear,  amber-colored ;  it 
contained  no  trace  of  albumen,  but  as  much  as  5.1  per  cent,  of  sugar. 
He  was  ordered  5  grains  of  quinine,  with  some  carbonate  of  iron, 
and  a  few  drops  of  laudanum,  at  night. 

Oct.  19. — He  brought  me  the  urine  made  before  breakfast ;  its 
specific  gravity  was  1019,  and  it  contained  only  a  trace  x>f  sugar. 
He  had  passed  a  much  better  night  than  usual. 

Oct.  20. — Urine  before  breakfast  contained  a  trace  of  sugar:  that 
voided  after  dinner  contained  a  good  deal  more. 

Oct.  21. — Urine  before  breakfast  was  quite  free  from  sugar ;  that 
after  dinner  contained  4  per  cent.  He  still  complained  of  the  pain 
round  the  chest,  but  in  much  diminished  degree. 

Oct.  25. — Urine  before  breakfast  free  from  sugar ;  that  passed 
after  dinner  contained  only  0.8  per  cent. 

He  was  put  for  a  while  on  a  partially  restricted  diet.  The  urine 
continued  for  some  days  to  show  traces  of  sugar  after  dinner.  After 
this  he  left  town  and  went  to  the  country,  continuing  to  improve. 
This  gentleman  is  now  (Februaiy,  1865)  in  very  fair  health  for  his 
age ;  but  I  cannot  state  whether  or  not  the  urine  contains  sugar. 
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GENERAL    ETIOLOGY. 


The  deaths  from  stone,  in  England  and  Wales,  in  the  five 
years  ending  1861,  amounted  to  an  annual  average  of  184.  It 
is  satisfactory  to  note  that  the  mortality  from  this  cause  exhibits 
a  progressive  diminution  in  the  last  five-and-twenty  years,  as 
may  be  seen  from  the  following  table  constructed  from  the  Re- 
gistrar-General's Reports: 

Mortality  from  stone,  in  England  and  Wales,  in  four  successive  quinquennial 

periods.1 

In  the  5  years  1838-42,  the  yearly  average  of  deaths  from  stone  was  297 

"  1847-51, 232 

"  1852-56, 216 

"  1857-61, 184 

The  cause  of  this  diminution  is  to  be  chiefly  sought  for,  in  the 

1  The  returns  for  the  years  1843-46,  are  tabulated  differently  from  the  re- 
mainder, and  cannot,  therefore,  be  included  in  this  table. 
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earlier  detection  of  the  stone,  and  earlier  resort  to  operation,  in 
recent  times;  perhaps  also  in  the  improved  diet  and  water  sup- 
ply of  the  population.1 

Calculous  disease  is  much  more  fatal  (as  might  have  been  ex- 
pected) in  the  male  than  in  the  female  sex.  For  every  female 
that  died,  in  England  and  "Wales,  in  the  five  years,  1857-61, 
from  the  consequences  of  stone,  nearly  ten  males  perished. 

More  deaths  from  stone  occur  at  an  early  age,  and  in  the 
waning  years  of  life,  than  in  the  intermediate  periods,  as  is 
shown  by  the  following  table : 


Table  showing  the  number  of  deaths  front  stone,  at  different  ages,  in  the  quinquen- 
nial period  1857-61,  in  England  and  Wales — Males  only  included. 

Under  5  years,  ...  55  deaths. 


Between  5  and  15  years, 


15 
25 
35 
45 
55 
65 


25 
35 
45 
55 
65 
75 


75  and  upwards, 


61 
32 

24 

40 

59 

130 

262 

160 


The  great  fatality  of  stone  above  the  age  of  fifty-five  is  due, 
not  so  much  to  the  greater  frequency  of  stone  at  that  epoch,  as 
to  its  more  severe  effects  on  the  constitution,  and  the  less  favor- 
able results  of  operation  in  advanced  life.  The  frequency  of 
stone  is  far  the  greatest  under  five  years  of  age ;  and  next  be- 
tween ten  and  fifteen  years.  It  then  diminishes  rapidly  until 
the  thirty-fifth  year.  Above  this  age  cases  of  stone  become, 
again,  more  and  more  frequent,  until  the  age  of  sixty-five.  The 
following  table  indicates,  very  exactly,  the  prevalence  of  stone 
at  different  periods  of  life.  It  embraces  all  the  persons  who 
underwent  the  operation  of  lithotomy,  during  given  periods  of 
time,  at  the  following  hospitals:  Guy's,  St.  Thomas's,  Univer- 
sity College,  Norwich,  Cambridge,  Oxford,  Birmingham,  Lei- 
cester, and  Leeds. 


1  The  suburban  district  of  Hulme  supplies  considerably  fewer  cases  of  stone  to 
the  Manchester  Infirmary,  since  the  pipe-Avater  has  replaced  the  old  pump- 
water  supply. 
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Table  showing  the  ages  of  1827  persons  who  underwent  lithotomy  at  the  above  hos- 
pitals— constructed  from  statistics  collected  in  Mr.  H.  Thompson' 's  work  on  Prac- 
tical Lithotomy  and  Lithotrity. 


Under  5  years,  . 
Between  5  and  15  years, 


15 

«i 

25 

25 

u 

35 

35 

tt 

45 

45 

u 

55 

55 

11 

65 

65 

u 

75 

75 

a 

81 

473 

528 

157 

85 

90 

156 

225 

103 

10 

No  countries  or  climates  are  altogether  free  from  calculous 
disorders;  but  some  localities  are  considerably  more  afflicted 
by  them  than  others.  Stone  and  gravel  are  common  in  Eng- 
land, France,  Teneriffe,  Iceland,  and  Egypt.1  They  are,  on 
the  contrary,  rare  in  Sweden  and  Norway,  Styria,  and  some 
other  parts  of  the  Austrian  dominions.  In  Christiana,  3211 
patients  were  treated  in  the  general  hospital  during  a  period  of 
four  years,  and  among  them  there  was  only  one  stone  patient. 
In  the  hospital  of  Gothenburg,  in  Sweden,  which  contains 
sixty  beds,  not  a  single  case  of  stone  was  received  in  fifteen 
years.2 

The  climatic  conditions  favorable  to  the  prevalence  of  stone 
appear  to  vary  within  narrow  topographical  limits.  Of  the 
eleven  registration  districts  into  which  England  and  Wales  are 
divided,  the  eastern  counties  of  Norfolk  and  Suffolk  furnish 
the  largest  proportion  of  deaths  from  stone.  Next  to  these 
come  the  North  Midland  Counties.  The  fewest  deaths  from 
stone  (as  compared  to  the  total  mortality)  are  furnished  by 
Lancashire  and  Cheshire,  and  by  the  Southwestern  Counties.3 

1  The  frequency  of  stone  in  Egypt  is  due  to  the  ravages  of  the  Bilharzia  hasma- 
tobia,  a  minute  parasite  which  infests  the  urinary  organs  in  hot  countries — (see 
Bilharzia). 

2  Civiale,  Traite  del' Affection  Calculeuse,  p.  580. 

3  The  following  table  shows  the  proportion  of  deaths  from  stone  in  each  of 
the  eleven  registration  districts  of  England  and  Wales,  for  every  100,000  deaths 
from  all  causes,  in  the  five  years  1857-61.  Males  only  are  included.  (Con- 
structed from  the  Begistrar-General's  Eeports.) 

Northwestern,         .......  45 

Southwestern,  .         .         .         .  .         .50 

South  Midland, 62 

West  Midland, 63 

Northern,        ........  67 

Yorkshire,       ........  75 

London,           ........  89 

Monmouthshire  and  Wales,  .....  91 

Southeastern,          .......  99 

North  Midland, 101 

Eastern, 126 
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CLASSIFICATION  OP  URINARY  CALCULI,  THEIR  CHEMICAL  CHARACTERS, 
ORIGIN,  GROWTH,  AND  GENERAL  CLINICAL  HISTORY. 

Urinary  calculi  may  be  classified,  according  to  their  chemical 
composition,  into  eight  primary  and  one  secondary  species.  The 
primary  species  are :  1.  Uric  acid.  2.  Urates.  3.  Oxalate  of 
lime.  4.  Cystine.  5.  Xanthine.  6.  Urostealith.  7.  Bone-earth 
(basic  phosphate  of  lime).  8.  Carbonate  of  lime.  The  second- 
ary concretion  is  composed  of  a  mixture  of  the  phosphate  of 
lime  and  the  ammoniaco-magnesian  phosphate. 

In  addition  to  these,  which  are  composed  of  normal  or  ab- 
normal, but  strictly  urinary,  ingredients,  two  other  species  are 
occasionally  found  in  the  urinary  passages  which  have  an  origin 
extraneous  to  the  urine.  These  are  Jibrine  or  blood  concretions 
and  prostatic  calculi. 

Urinary  concretions  alwrays  contain,  in  addition  to  their  proper 
components,  slight  admixtures  of  animal  matters,  viz.,  mucus, 
epithelium,  pigment,  and,  generally  also,  more  or  less  desiccated 
blood  and  pus. 

The  term  "gravel"  is  given  to  concretions  of  small  dimen- 
sions, which  are  not  too  large  to  be  spontaneously  voided  by  the 
urethra;  the  larger  masses  are  called  "  stones,"  or  "  calculi." 

Calculous  formations  are  said  to  be  primary,  when  they  are 
deposited  from  the  unchanged  urine,  owing  to  some  inherent 
vice  in  its  composition ;  and  secondary,  when  the  deposit  is  due 
to  ammoniacal  decomposition  of  the  urine  in  the  lower  urinary 
passages. 

It  is  essential  to  recognize  this  difference  in  order  to  under- 
stand the  mode  of  growth  of  urinary  calculi,  and  the  principles 
which  should  guide  their  medical  treatment. 

It  has  been  already  explained  that  whenever  the  urine  be- 
comes decomposed  and  ammoniacal,  its  earthy  constituents  are 
precipitated  as  a  sediment,  composed  of  phosphate  of  lime  and 
the  ammoniaco-magnesian  phosphate,  often  mixed  with  small 
quantities  of  urate  of  ammonia  and  carbonate  of  lime.  This  is 
identical  with  the  secondary  phosphatic  deposit  on  urinary  calculi.1 
Its  production  is  due  to  the  transformation  of  urea  into  carbonate 

1  The  fetid  incrustation  which  covers  public  urinals  is  likewise  of  similar 

nature. 
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of  ammonia.  Any  obstacle  which  delays  the  urine  in  its  chan- 
nels, and  prevents  its  speedy  and  complete  evacuation,  tends  to 
bring  about  this  change.  The  presence  of  a  calculus  in  the 
bladder  presents  a  condition  highly  favorable  to  the  production 
of  ammoniacal  urine,  and  to  the  precipitation  of  the  secondary 
phosphatic  deposit.  Accordingly  it  is  found  that  calculi,  which 
have  been  long  detained  in  the  bladder,  are  frequently  covered 
over  with  a  phosphatic  incrustation.  Indeed  it  may  be  said  that 
this  is  the  proper  ultimate  stage  and  last  chapter  in  the  history 
of  every  urinary  concretion,  unless  its  career  be  cut  short  by 
spontaneous  expulsion  or  removal  by  surgical  operation. 

The  epoch  at  which  the  secondary  deposit  begins  to  form  is 
quite  uncertain,  and  depends  on  the  occurrence  of  cystitis. 
Sometimes  small  calculi,  weighing  only  a  few  drachms,  are 
found  covered  with  a  thick  investment  of  phosphates ;  in  other 
instances  large  calculi,  weighing  many  ounces,  are  found  with- 
out any  traces  of  phosphatic  incrustation.  So  long  as  the  urine 
remains  acid  the  surface  of  the  stone  remains  free  from  phos- 
phates, but  as  soon  as  the  urine  becomes  freely  ammoniacal,  the 
secondary  deposit  begins  to  accumulate. 

It  follows  from  these  facts  that  a  solvent  treatment,  which  may 
have  been  applicable  in  the  early  existence  of  a  stone,  ceases  to 
be  so  when  the  urine  becomes  ammoniacal  and  a  secondary 
deposit  has  taken  place. 

The  principal  points  relating  generally  to  the  structure  and 
growth  of  urinary  calculi  are  embraced  in  the  following  propo- 
sitions : 

1.  Calculi  may  consist  entirely  of  one  ingredient,  as  uric  acid, 
oxalate  of  lime,  cystine,  &c. ;  or  two  or  more  primary  deposits 
may  alternate  with  each  other  in  the  form  of  layers,  so  as  to 
constitute  an  alternating  calculus. 

2.  The  most  common  alternations  are  uric  acid  and  oxalate 
of  lime ;  but  any  primary  deposit  may  alternate  with  any  other 
primary  deposit ;  as  cystine  with  uric  acid ;  uric  acid  with  bone- 
earth  ;  or  oxalate  of  lime  and  bone-earth.  The  two  last  cases 
are  however  excessively  rare.  The  number  of  layers  composing 
an  alternating  calculus  is  quite  uncertain ;  there  may  be  only 
three  or  four,  or  twenty  or  thirty.  The  thickness  of  the  layers 
varies  conversely  with  their  number. 

3.  A  calculus  consisting  of  only  one  substance  has  usually  a 
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stratified  arrangement,  and  exhibits  an  indefinite  number  of 
concentric  layers.  Such  is  usually  the  structure  of  uric  acid, 
oxalate  of  lime,  and  phosphatic  calculi.  But  sometimes  the  cal-  - 
culous  matter  is  deposited  in  vertical  lines  radiating  from  the 
centre.  This  is  the  usual  structure  of  cystine  calculi.  Sometimes 
one  portion  of  a  stone  has  a  radiated,  and  another  portion  a 
stratified  formation. 

4.  Most  urinary  calculi  are  divisible  into  a  central  portion  or 
nucleus,  and  an  outer  portion  or  body.  There  is  also  not  unfre- 
quently  an  outer  investment,  or  crust,  of  phosphatic  deposit. 

5.  The  nucleus  may  be  of  the  same  nature  as  the  body,  or 
differ  from  it.  The  nucleus  may  consist  of  uric  acid,  oxalate  of 
lime,  or  any  other  primary  formation,  or  it  may  be  a  clot  of 
blood,  or  a  mass  of  mucus ;  or,  lastly,  it  may  consist  of  some 
foreign  body  introduced  from  without. 

6.  The  determining  causes  of  the  formation  of  urinary  calculi 
are  still  but  imperfectly  known.  The  more  usual  are  the  fol- 
lowing :  (a)  An  excessive  proportion  of  the  precipitated  ingre- 
dient in  the  urine ;  (b)  A  too  acid  state  of  the  urine,  which  di- 
minishes its  solvent  power  over  uric  acid  and  the  urates ;  (c)  An 
alkaline  state  of  the  urine.  If  the  alkalescence  be  due  to  fixed 
alkali,  the  bone-earth,  phosphate  and  carbonate  of  lime  are  liable 
to  precipitation ;  this  is  however  a  very  rare  contingency  in  the 
human  subject,  though  common  in  the  herbivora.  If  the  alka- 
lescence be  due  to  carbonate  of  ammonia,  the  secondary  phos- 
phates are  precipitated;  (d)  Deficiency  of  chloride  of  sodium 
and  the  alkaline  phosphates  in  the  urine  reduces  its  solvent 
power  on  uric  acid  (Heller) ;  (e)  The  presence  in  the  urine  of 
an  abnormal  constituent  of  sparing  solubility,  such  as  cystine  or 
xanthine ;  (/)  The  accidental  presence  of  a  body  suitable  to 
form  a  nucleus,  such  as  a  small  mass  of  concrete  blood,  mucus, 
epithelium,  or  an  extraneous  body,  such  as  a  bit  of  bougie,  a 
piece  of  bone,  a  wire  or  needle,  a  bit  of  sealing-wax,  and  so  forth. 

OF   THE   PARTICULAR  VARIETIES  OF   URINARY    GRAVEL  AND    CALCULI. 

1.  Uric  acid. — This  is  by  far  the  most  frequent  species  of  urin- 
ary concretion.  It  constitutes  probably  five-sixths  of  all  renal 
concretions,  and  of  vesical  calculi  which  have  only  recently  de- 
scended from  the  kidney.     As  gravel,  uric  acid  may  be  passed  in 
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the  form  of  small  distorted  crystalline  agglomerations,  or  as  little 
spherical  bodies,  ranging  from  the  size  of  a  poppy-seed  to  that 
of  a  mustard-seed,  or  in  flattened  warty  concretions  as  large  as 
split  peas.  All  these  have  a  yellowish,  brownish,  or  reddish 
color.  They  are  derived  from  the  kidney,  and  may  be  dis- 
charged singly  or  in  numbers  at  irregular  intervals. 

"When  retained  in  the  bladder,  they  grow  into  flattened  oval 
calculi,  sometimes  roundish,  sometimes  elongated  like  an  almond. 
They  vary  in  color  from  a  light  fawn  to  a  deep  brick-red,  accord- 
ing to  the  quantity  and  nature  of  the  urinary  pigment  which 
they  contain.  Their  surface  is  usually  studded  with  minute 
tubercles,  or  mamillations,  which  are  worn  into  smooth  facets 
if  more  than  one  stone  coexist  in  the  bladder.  Their  weight 
varies  from  a  drachm  to  an  ounce,  but  sometimes  reaches  four 
or  Ave  ounces. 

Uric  acid  calculi  possess  considerable  hardness;  their  specific 
gravity  is  about  1.5.  Uric  acid  is  best  recognized  by  the  mur- 
exid  test,  described  at  page  51.  Its  most  important  properties, 
from  a  therapeutical  point  of  view,  are  its  solubility  in  very  weak 
solutions  of  the  carbonates  of  potash  and  soda,  and  its  insolu- 
bility in  strong  solutions  of  the  same,  as  well  as  in  water  and 
dilute  acids. 

Pathologically,  uric  acid  is  closely  related  to  gout.  Hence 
the  frequency  of  uric  acid,  gravel  and  stone  in  the  wealthier 
classes  in  the  middle  and  later  periods  of  life. 

The  urine,  in  the  subjects  of  uric  acid  calculi,  is  acid,  and 
often  high-colored,  prone  to  deposits  of  uric  acid  crystals  and 
amorphous  urates. 

The  medical  treatment  of  this  class  of  calculi  will  be  described 
at  length  in  a  separate  section.     (See  Solvent  Treatment.) 

2.  Urate  concretions. — The  same  confusion  has  existed  respect- 
ing the  composition  of  these  concretions,  as  respecting  that  of 
the  amorphous  urate  deposit.  They  are  usually  designated  urate 
of  ammonia,  but  their  chemical  nature  requires  re-examination. 

They  constitute  small,  soft,  agglomerations  in  the  kidneys — 
rarely  in  the  bladder;  and  are  almost  confined  to  young  children. 
Heller1  states  that  he  has  found  them  several  times  in  the  kidneys 
and  ureters  of  sucking  infants  in  the  Vienna  Foundling  Hos- 

1  Harnconcretionen,  p.  134. 
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pital.  They  formed  small  irregular  clumps,  sometimes  heaped 
together  into  a  mass  as  large  as  a  kidney  bean.  Heller  encoun- 
tered similar  calculi  on  two  occasions  in  adults.  Urate  calculi 
are  very  rare,  and  never  reach  a  large  size.  It  may  be  doubted 
whether  the  calculi  described  by  Prout  as  urate  of  ammonia 
were  really  anything  more  than  fawn-colored  uric  acid. 

The  deposition  of  spiny  clumps  of  urate  of  soda  in  the  urinary 
passages  is  not  uncommon  in  the  febrile  complaints  of  infants 
and  young  children,  especially  when  there  is  temporary  reten- 
tion of  urine.  It  seems  not  unlikely  that  some  of  these  clumps 
may  be  retained  in  the  pelvis  of  the  kidney  or  in  the  bladder, 
and  become  the  nuclei  of  future  calculi,  and  that  the  excessive 
frequency  of  calculi  in  children  is  due  to  this  cause.  (See  p.  59.) 

The  urine  from  which  this  variety  of  concretion  is  deposited 
has  an  acid  reaction,  and  the  medical  treatment  is  identical  with 
that  of  uric  acid  calculi.  The  circumstances  under  which  this 
concretion  is  deposited  must  be  carefully  distinguished  from, 
those  in  which  urate  of  ammonia  (of  undoubted  composition) 
is  deposited  in  an  ammoniacal  urine  mixed  with  secondary 
phosphates. 

Urate  concretions  are  distinguished  chemically  by  their  solu- 
bility in  hot  water. 

3.  Oxalate  of  lime  or  mulberry  calculus. — Oxalate  of  lime  may 
be  discharged  as  minute  concretions,  or  gravel,  from  the  kid- 
ney, or  grow  to  be  a  stone  in  the  bladder.  In  the  former  case 
the  concretions  are  usually  smooth,  rounded,  grayish  dark  bodies, 
resembling  hemp-seed. 

Vesical  calculi  of  this  class  are  exceedin^lv  hard,  and  break 
into  sharp  angular  fragments  when  crushed  by  the  lithotrite. 
They  are  usually  of  a  spherical  shape;  their  surface  is  tubercu- 
lated  like  a  mulberry  (Fig.  33),  and  is  usually  of  a  blackish- 
brown  color.  Sometimes 
however  they  are  oval  and 
smooth,  and  of  a  bluish- 
gray  color. 

The  nucleus  of  a  mul- 
berry calculus  is  frequently 
composed  of  uric  acid ;  and, 
conversely    (though     much 

more     rarely),     a    Uric     acid  Oxalate  of  lime  or  mulberry  calculus. 
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stone  may  have  a  nucleus  of  oxalate  of  lime.  Dr.  Beale  has 
further  shown,  that  in  the  centre  of  a  uric  acid  nucleus,  there  is 
often  a  microscopic  clump  of  dumb-bells  of  oxalate  of  lime. 

Calculi  composed  of  alternate  layers  of  oxalate  of  lime  and 
uric  acid,  are  more  common  than  those  composed  of  oxalate  of 
lime  alone.  These  layers  may  form  complete  concentric  cap- 
sules, or  be  partial  and  imperfect.  In  the  latter  case  the  concre- 
tion is  amenable  to  the  solvent  and  disintegrating  action  of  the 
alkaline  carbonates ;  in  the  former  it  is  wholly  beyond  the  power 
of  such  solvents. 

Oxalate  of  lime  is  insoluble  in  alkaline  carbonates  and  organic 
acids;  but  it  dissolves  in  nitric  and  muriatic  acids.  When 
heated  before  the  blowpipe,  it  first  blackens,  and  finally  leaves 
a  bulky  white  ash  of  caustic  lime,  which  blues  moistened  litmus 
paper. 

During  the  formation  of  oxalate  of  lime  calculi,  the  urine  is 
always  acid. 

4.  Cystine. — Gravel  and  calculi  of  cystine  belong  to  the  rarer 
species  of  urinary  concretions.  They  are  usually  found  in  the 
bladder  as  large  calculi,  but  sometimes  they  are  discharged 
spontaneously  as  gravel.  I  have  in  my  collection  a  small  calcu- 
lus of  pure  cystine,  weighing  only  a  grain  and  a  half;  it  is  one 
of  several  passed  at  divers  periods  by  an  artisan.  It  forms  a 
light  yellow  lenticular  mass,  with  a  rough  surface.  Sometimes 
vesical  calculi  of  cystine  attain  a  weight  of  three  or  four  ounces. 
They  are  usually  egg-shaped,  of  a  full 
lg'  3  '  honey-yellow    color,   mamillated    on   the 

surface,  and  lustrous,  as  if  studded  with 
ggjjl£      minute    crystals.     When   cut   into,   they 
show   a   radiated    structure,    and   an    ob- 
pr        scurely  transparent  brilliance  like  yellow 
bees'-wax.     They   are   usually    composed 

Section   of  a  cystine  calcu-  „  .  ,         .   ,  , 

lus,  with  a  nucleus  of  uric  of  pure  cystine,  unmixed  with  any  other 
rfpdnoasnpLTeSeXternalc0at  substance.  Sometimes  they  have  a  nu- 
cleus of  uric  acid.  In  a  specimen  in  the 
Museum  of  the  Manchester  Infirmary  (Fig.  34)  the  central  no- 
dule is  uric  acid;  around  this  is  a  body  of  pure  cystine;  over- 
lying this  a  layer  of  mixed  uric  acid  and  cystine ;  and  envelop- 
ing the  whole  a  crust  of  secondary  phosphates,  mixed  with 
cystine. 
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Cystine  calculi  possess  the  curious  property  of  assuming  a 
pale  green  color  when  long  exposed  to  full  daylight.  The  speci- 
men just  referred  to  afforded  an  interesting  example  of  this, 
cjiange.  The  calculus  had  been  divided  equatorial ly;  one  half 
lay  in  the  cabinet  with  its  cut  surface  downwards,  and  the  other 
half  with  the  cut  surface  upwards,  exposed  to  the  light.  The 
latter  had  a  delicate  emerald  green  tint,  while  the  former  pre- 
served its  original  yellow  color. 

Another  curious  circumstance  in  the  history  of  cystine,  is  its 
tendency  to  run  in  families.  Dr.  Marcet  gives  an  account  of 
two  brothers  in  whose  kidneys  cystine  calculi  were  found. 
Both  Lenoir  and  Civiale  extracted  cystine  calculi  from  the  blad- 
ders of  two  brothers.  Toel  relates  the  history  of  two  sisters 
who  voided  cystine  with  the  urine. 

Cystine  calculi  are  much  more  friable  than  uric  acid  or  oxa- 
late of  lime.  They  are  easily  scraped  with  the  nail,  and  offer 
especially  favorable  objects  for  treatment  by  lithotrity. 

Cystine  is  recognized  with  great  facility.  If  a  particle  be 
placed  on  a  watch-glass,  or  on  a  slip  of  glass,  and  treated  with 
caustic  ammonia,  it  speedily  dissolves ;  by  exposure  to  the  air 
for  a  few  hours,  the  volatile  alkali  exhales,  and  beautiful  six- 
sided  crystals  are  deposited,  which  are  highly  characteristic  (see 
Fig.  12).  Cystine  is  also  soluble  in  the  mineral  acids ;  and  in 
the  fixed  alkalies  and  their  carbonates ;  but  it  is  precipitated  by 
organic  acids  and  by  carbonate  of  ammonia. 

5.  Xanthine  calculi  are  excessively  rare.  (See  Xanthine,  p. 
72.) 

6.  Fatty  or  saponaceous  concretions.  Urostealith  (of  Heller).  In 
the  Museum  of  the  College  of  Surgeons  of  London,  there  are 
two  magnificent  specimens  of  vesical  calculi,  composed  of  a  cen- 
tral fatty  or  saponaceous  mass  surrounded  with  a  thick  invest- 
ment of  phosphates  (Fig.  35).  Both  belonged  to  Hunter's  col- 
lection, and  both  are  figured  and  described  in  the  catalogue  of 
calculi  published  in  1842.  They  are  described  as  "  consisting  of 
the  earthy  phosphates  deposited  upon  a  mass  of  oleate  and  mar- 
garate  of  lime."  This  mass  is  of  a  light  yellow  color,  and  its 
irregularities  correspond  with  those  of  the  cavity  in  which  it 
loosely  lies.  At  p.  129  of  the  catalogue,  the  following  ingenious 
remarks  are  made  respecting  the  probable  origin  of  these 
stones :    On  account  of  some  real  or  supposed  disease  of  the 
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Section  of  a  fatty  or  saponaceous  concre- 
tion (urostealith)  surrounded  with  phos- 
phates— from  the  Museum  of  the  London 
College  of  Surgeons. 


bladder,  a  solution  of  soap  has  been  injected  into  its  cavity ;  mu- 
tual decomposition  between  the  soap  and  the  salts  of  the  urine 

has  been  the  necessary  result; 
the  alkali  of  the  former  uniting 
with,  and  forming  soluble  com- 
pounds with,  the  phosphoric 
and  other  acids  of  the  urine, 
while  the  earthy  bases  of  the 
urine  have  precipitated,  in  com- 
bination with  the  fatty  acids  of 
the  soap,  in  the  form  of  a  semi- 
gelatinous  sparingly  soluble 
compound,  being  in  fact  an 
earthy  soap;  this  substance, 
acting  as  a  foreign  body  in  the 
bladder,  has  induced  the  de- 
position of  the  phosphates,  and 
given  rise  to  the  formation  of 
calculus." 
The  fatty  or  saponaceous  masses  here  described  are  probably 
of  the  same  nature  as  those  described  by  Heller  in  1845,  and 
named  by  him  Urostealith.1  Only  one  other  case  has  been  pub- 
lished ;  it  was  observed  by  Dr.  W.  Moore  in  1853. 2 

Heller's  patient  was  a  man,  24  years  of  age,  who  passed  a 
number  of  small  concretions  about  as  large  as  peas.  When 
fresh,  they  were  soft  and  elastic,  like  india-rubber,  but  dried  into 
hard,  brittle,  wax-like  masses.  They  dissolved  readily  in  caustic, 
potash,  forming  soap.  They  also  dissolved  readily  in  ether,  but 
with  difficulty  in  alcohol.  In  hot  water  they  did  not  dissolve, 
but  softened.  They  melted  with  heat,  and  eventually  burned 
with  a  bright  yellow  flame,  exhaling  an  odor  of  shell-lac  and 
benzoin.  They  contained  a  large  quantity  of  earthy  phosphates. 
Dr.  Moore's  specimens  consisted  of  two  very  small  dark- 
brown  calculi,  which  had  a  soft  wax-like  consistence,  and  ap- 
peared to  consist  of  a  lime  soap.  They  partly  dissolved  in  hot 
alcohol ;  and  the  solution,  when  cold,  deposited  a  whitish  mat- 
ter, which  exhibited  numerous  fat  globules,  but  no  crystalline 


1  Harnconcretionen,  p.  146 ;  also  Heller's  Archiv,  Bd.  II,  p.  1. 

2  Dublin  Quarterly  Journ.  of  Med.  Science,  vol.  xvii,  p.  473. 
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plates.  When  incinerated  before  the  blow-pipe  they  yielded  a 
white,  alkaline,  calcareous  ash.  A  year  later,  Dr.  Moore  re- 
ceived from  Dr.  R.  Adams  two  calculi  taken  from  the  body  of 
this  patient.  One  was  a  large  phosphatic  stone,  in  the  centre 
of  which  was  a  cavity  containing  some  of  the  same  dark-brown 
substance.  Dr.  W.  Davy,  who  examined  a  portion  of  this, 
judged  it  to  be  composed  of  lime  "  in  combination  with  the  fat 
or  waxy  substance  forming  some  organic  combinations  with  the 
fatty  acids." 

7.  Carbonate  of  lime. — Concretions  of  carbonate  of  lime  are  of 
extreme  rarity  in  the  human  subject.  Those  which  have  been 
described,  were  of  small  dimensions,  varying  from  the  size  of  a 
pea  to  that  of  a  hazel-nut,  smooth  on  the  surface,  gray,  yellow- 
ish, or  bronze-colored — sometimes  with  a  metallic  lustre,  and 
generally  very  hard. — (See  Carb.  Lime,  p.  84.) 

8.  Basic  phosphate  of  lime  or  Bone-earth. — Concretions  of  this 
substance  alone  are  very  rare.  They  were  formerly  confounded 
with  the  mixed  phosphates  which  constitute  the  secondary  de- 
posit. They  vary  in  size  from  a  pea  to  a  hen's  egg.  They  are 
white  and  chalky  in  appearance,  and  of  a  soft,  smoothish  ex- 
terior, with  an  earthy  fracture.  Sometimes  their  texture  is 
loose,  sometimes  very  compact. 

Bone-earth  rarely  alternates  with  any  other  deposit;  occasion- 
ally, however,  it  does  so.  There  is  a  fine  specimen  in  the  mu- 
seum of  the  Manchester  Infirmary,  in  which  bone-earth  alter- 
nates with  uric  acid. 

"When  the  urine  is  rendered  alkaline  by  alkalizing  salts,  or 
becomes  alkaline  after  a  meal,  the  bone-earth  phosphate  is  some- 
times abundantly  deposited ;  but,  from  its  uncrystalline  condi- 
tion, it  has  very  little  tendency  to  agglomerate  into  concretions. 
Patients  may  pass  an  alkaline  and  turbid  urine  (from  this  cause) 
for  months,  without  practically  any  risk  of  the  formation  of  a 
stone,  as  is  daily  witnessed  in  the  now  favorite  method  of  treat- 
ing acute  rheumatism  by  alkalies. 

9.  Mixed  or  secondary  phosphates  [fusible  calculus). — The  com- 
position and  production  of  this  deposit  from  ammoniacal  urine 
has  been  already  explained.  It  rarely  forms  the  entire  of  a 
urinary  calculus ;  but  more  commonly  incrusts  calculi  of  some 
other  species,  or  an  extraneous  body  which  acts  as  a  nucleus 
(Fig.  36).     Concretions  of  this  substance  are  frequently  formed 
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around  the  inequalities  of  fungous  or  other  growths  of  the  uri- 
nary organs.  Calculi  of  the  mixed  phosphates  may  go  on  in- 
creasing for  an  indefinite  period,  and  completely  fill  the  bladder, 
attaining  a  weight  of  10,  20,  or  even  30  ounces.1 

Fig.  36. 


Section  of  a  concretion,  consisting  of  a  vast  mass  of  the  mixed  phosphates,  deposited  on  a 
calculus  of  oxalate  of  lime.2 

In  their  physical  characters,  fusible  calculi  most  resemble  the 
bone-earth  phosphate.  They  are  usually  lax  and  friable,  com- 
posed of  concentric  lamina?,  or  irregular;  often  studded  on  the 
surface  with  brilliant  glistening  points  of  triple  phosphate  crys- 
tals. They  readily  break  down  under  the  lithotrite ;  but  the 
general  irritation  of  the  system,  and  the  frequent  coexistence  of 
grave  anatomical  lesions  in  the  urinary  passages  or  the  kidneys, 
render  these  cases  unfavorable  subjects  for  operation.  They  are 
especially  suited  for  a  solvent  treatment  by  means  of  acid  injec- 
tions, thrown  into  the  bladder  in  the  manner  practised  by  Sir 
B.  Brodie. 

Chemically,  this  concretion  is  characterized  by  fusing  into  an 
enamel,  when  strongly  urged  by  the  blow-pipe.     It  is  very  solu- 


1  Dr.  Uytterhoeven,  of  Brussels,  withdrew,  by  the  supra-pubic  operation, 
from  the  bladder  of  a  man,  aged  thirty-nine,  an  enormous  oval  concretion 
weighing  40^  ounces,  and  measuring  round  its  longest  diameter  17  inches.  I 
believe  this  is  the  largest  ever  extracted  from  a  living  person.  It  had  been 
growing  from  the  age  of  twelve.  (Leroy  d'Etiolles  (fils),  Traite  pratique  de  la 
Gravelle,  Paris,  1863.) 

2  From  a  drawing  in  the  possession  of  Mr.  Southam.  The  history  of  this 
stone  (which  was  successfully  removed  by  the  recto-vesical  operation)  is  given 
by  Mr.  Southam  in  the  42d  vol.  of  the  Medico-Chirurgical  Transactions. 
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ble  in  acids,  especially  the  mineral  acids;  but  wholly  insoluble 
in  water  and  alkalies. 

10.  Fibrine  and  blood  concretions. — Marcet  gives  an  account  of-  a 
small  calculus  about  the  size  of  a  large  pea,  which  was  passed, 
after  much  suffering,  by  a  gentleman  between  50  and  55  years 
of  age.  He  had  been  suffering  for  two  or  three  years  from 
symptoms  of  urinary  calculi,  and  had  previously  passed  three 
similar  concretions.  The  specimen  examined  by  Marcet  had  a 
yellowish-brown  color,  somewhat  resembling  bees'-wax.  Its 
hardness  was  also  nearly  that  of  bees'-wax.  Its  surface  was  un- 
even, but  not  rough  to  the  touch;  it  was  somewhat  elastic. 
"When  examined  chemically,  it  answered  to  reactions  of  fibrine. 

A  small  concretion,  about  the  size  of  a  small  pea,  was  handed 
to  me  for  examination  by  my  colleague,  Mr.  Beever.  It  had 
been  passed  by  a  man  of  thirty-five,  whose  urine  was  not  albu- 
minous. Its  texture  was  hard  and  brittle,  its  external  surface 
rou°:h,  its  color  dark  reddish-brown.  It  swelled  into  a  volumi- 
nous  coal  under  the  blow-pipe,  and,  when  fully  incinerated,  left 
a  very  scanty  white  ash.  It  was  evidently  composed  of  inspis- 
sated blood. 

A  patient  whom  I  recently  saw  with  Dr.  Holland  was  in  the 
habit  of  passing  numbers  of  blood  concretions  of  a  softer  texture. 
He  had  previously  suffered  from  hematuria. 

Xumerous  similar  concretions  were  found  loose  in  the  infun- 
dibula  and  pelvis  of  the  kidney,  in  the  case  of  ruptured  kidney 
already  described  at  p.  111. 

My  collection  contains  a  very  fine  blood  concretion,  taken 
from  the  bladder  of  a  sheep  (Fig.  37).     The  specimen  was  pre- 
sented to  me  by  Mr.  Lund.     It  is  as  large 
as  a  small  walnut,  very  light — weighing  lg' 

only  37  grains.  It  is  nearly  spherical,  and 
exceedingly  rugged  on  the  surface,  which 
is  studded  all  over  with  reddish-black 
warty  projections.  This  dark  warty  part 
forms  the  outer  crust  of  the  concretion,  is 
very  brittle,  and  breaks  with  a  lustrous 
fracture.    When  sawn  through,  the  rou^h       Blo°?  c™cret,ion  f™m  the 

©     '  ©  bladder  of  a  sheep. 

outside  crust  is  found  to  be  about  a  line 

thick;  it  invests  an  oval  body,  which  has  an  even,  sharply  defined 

outline.     The  body  has  the  appearance  of  baked  clay:  it  is  of 


228  GRAVEL    AND     CALCULUS. 

nut-brown  color,  and  easily  scraped  with  the  nail.  It  breaks 
with  a  dull  fracture,  like  a  piece  of  catechu.  Examined  chemi- 
cally and  microscopically,  both  body  and  crust  were  found  to 
possess  the  characters  of  concrete  blood.  The  scanty  ash  ob- 
tained by  calcination  gave  abundant  evidence  of  iron. 

All  these  instances  appear  to  have  been  connected  with  the 
occurrence  of  renal  hematuria.  Such  concretions  sometimes 
serve  as  nuclei  for  uric  acid  or  oxalate  of  lime  calculi.1 

11.  Prostatic  calculi. — Although  these  are  not,  strictly  speak- 
ing, urinary  products,  they  are,  in  very  rare  instances,  discharged 
spontaneously  with  the  urine,  and  therefore  deserve  some  notice 
in  this  connection. 

Mr.  H.  Thompson,  who  has  investigated  this  subject  with 
great  care,  states  that  the  existence  of  concretions  in  the  pros- 
tate is  almost  universal  after  the  age  of  puberty.  He  found 
them  invariably  present  in  seventy  prostates  which  he  examined 
from  persons  above  twenty.2 

They  begin  as  minute,  globular,  transparent  bodies  in  the  fol- 
licles of  the  gland.  At  first,  they  are  wholly  composed  of  an 
albuminous  matter,  arranged  in  concentric  layers  round  a  vesi- 
cular nucleus.  But  as  they  grow,  they  are  gradually  more  and 
more  impregnated  with  mineral  matter,  until  at  length  they  at- 
tain the  hardness  of  the  hardest  urinary  calculi.  As  a  rule,  they 
produce  no  symptoms,  and  their  existence  is,  perhaps,  hardly  to 
be  looked  on  as  a  disease.  They  usually  vary  in  size  from  a 
poppy-seed  to  2  uotf  °f  an  incn« 

In  some  cases,  however,  the  process  does  not  stop  here.  The 
earthy  material  is  deposited  in  great  quantity ;  and  large  con- 
cretions are  formed,  which  encroach  on  the  glandular  tissue. 
and  project  into  the  urethra  in  the  form  of  oblong  masses,  which 
require  operative  procedures  for  their  removal. 

A  remarkable  and,  so  far  as  I  know,  unique  example  of  the 
spontaneous  expulsion  of  vast  numbers  of  minute  prostatic 
calculi  recently  fell  under  my  notice. 

The  patient  was  a  gentleman,  seventy  years  of  age,  suffering 
from  enlarged  prostate,  under  the  care  of  Mr.  George  Hunstone, 
of  this   town.     On   the   20th    of  April,  1864,   Mr.   Hunstone 

1  Wilson's  Lectures  on  the  Urinary  Organs,  p.  181. 

2  H.  Thompson,  On  the  Enlarged  Prostate. 
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brought  me  a  specimen  of  the  urine  for  examination.  It  was 
ammoniacal,  and  contained  a  good  deal  of  pus.  At  the  bottom 
of  the  vial  were  a  large  number  of  minute  amber-colored  cal- 
culi— the  largest  of  which  were  about  the  size  of  poppy-seeds, 
and  the  smallest  only  just  visible  to  the  naked  eye,  as  bright 
specks.  On  subsequent  occasions  Mr.  Hunstone  brought  me 
additional  quantities  of  urine  containing  similar  bodies.  Alto- 
gether I  obtained  about  eight  grains  of  these  calculi:  they  were 
easily  separated  from  the  urine  by  levigation  and  decantation. 
Mr.  Hunstone  stated  that  the  patient  had  been  in  the  habit  of 
voiding  these  calculi  for  some  months,  at  frequent  intervals. 
The  patient  died  some  months  back,  and,  unfortunately,  no  op- 
portunity was  afforded  of  making  a,  post-mortem  examination. 

The  largest  of  the  specimens  in  my  possession  is  about  the 
size  of  a  mustard-seed;  there  are  a  good  many  as  large  as 
poppy-seeds;  but  several  hundreds  are  less  than  a  quarter  of 
this  size,  and  many  thousands  are  still  smaller.  They  are  mostly 
spherical  in  shape;  many  are  rudely  cubical  or  pyramidal. 
They  possess  a  full  amber  color,  and  are  finely  translucent. 
Under  the  microscope  they  present  the  appearance  represented 
in  Fig.  38,  and  exhibit  an  infinite  series  of  concentric  lines. 
The  centre  or  nucleus  is  variously  composed.  In  some  of  them 
it  is  an  object  resembling  a  glandular  cell,  in  others  a  prismatic 
crystal,  in  others  amorphous  earthy-looking  matter.  In  some, 
again,  the  nucleus  is  double,  in  others,  treble,  or  even  quadruple 
(Fig.  38).  "With  polarized  light  they  display  a  dark  cross,  as 
represented  in  the  lower  right-hand  corner  of  the  figure. 
"When  crushed  they  break  into  angular  fragments. 

The  calculi  dissolve  rapidly  in  mineral  acids,  with  abundant 
disengagement  of  carbonic  acid — leaving  ragged,  brown,  flaky, 
organic  remnants.  Acetic  acid  acts  very  slowly  upon  them, 
without  disengagement  of  carbonic  acid ;  but  in  the  course  of 
two  or  three  days  all  the  mineral  matter  is  taken  up,  and  the 
animal  matrix  is  left,  as  soft,  light  balls,  preserving  the  stratified 
appearance  of  the  original  calculi,  but  with  a  diminution  of 
their  original  translucency.  They  are  unaffected  by  caustic 
potash.  The  murexid  test  yields  not  the  slightest  evidence  of 
uric  acid.  When  heated  to  whiteness  before  the  blow-pipe,  their 
surfaces  fuse  into  a  brilliant  iron-gray  enamel,  which  protects 
the  deeper  parts.     As  the  incandescent  calculi  cool,  the  ena- 
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melled  surfaces  crack  into  numerous  minute  polygonal  spaces. 
When  pulverized  and  incinerated,  the  resulting  ash  does  not 


Fig.  38. 


Prostatic  calculi  spontaneously  voided  with  the  urine — highly  magnified. 

change  the  color  of  moistened  litmus.  The  solution  of  the  cal- 
culi in  muriatic  acid  throws  down  an  abundant,  white,  flocculent 
precipitate,  when  saturated  with  caustic  ammonia.  These  re- 
actions indicate  that  they  are  composed  of  an  animal  matrix 
impregnated  with  a  mixture  of  phosphate  and  carbonate  of 
lime.1 


ON   THE    DIAGNOSIS    OF    THE    SPECIES    OF    URINARY    CALCULI  WITHIN 
THE    BLADDER    OR   KIDNEY. 

It  would  greatly  facilitate  the  choice  of  the  most  appropriate 
treatment,  in  an  individual  case  of  urinary  calculus,  if  it  were 
possible  to  ascertain  beforehand  the  exact  nature  of  the  con- 

1  I  have  placed  a  specimen  of  these  curious  calculi  in  the  Museum  of  the  Lon- 
don College  of  Surgeons. 
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cretion.     This  remark  applies  equally  to  surgical  and  medical 
treatment,  but  more  strongly  to  the  latter  than  to  the  former. 

The  degree  of  precision  of  this  knowledge,  attainable  in  dif- 
ferent cases,  varies  a  good  deal.  The  most  certain  knowledge 
is  gained  when  a  person  who  has  been  in  the  habit  of  sponta- 
neously voiding  small  concretions  becomes  afterwards  the  subject 
of  stone.  In  such  a  case  the  examination  of  the  calculi  previously 
passed  (supposing  them  to  have  been  preserved)  throws  a  sure 
light  on  the  nature  of  the  one  retained,  provided  the  epoch  at 
which  the  former  were  voided  be  not  too  remote,  and  the  charac- 
ters of  the  urine  continue  to  correspond. 

In  the  absence  of  this  kind  of  evidence,  certain  knowledge  of 
the  nature  of  the  stone  is  rarely  attainable ;  but  still,  it  is  gen- 
erally possible  to  indicate — from  the  character  of  the  urine,  the 
constitution  of  the  patient,  and  the  known  relative  frequency  of 
the  several  species  of  stone — with  strong  probability,  the  species  to 
which  it  belongs;  and  also  (and  with  still  greater  certainty)  some 
of  the  species  to  which  it  does  not  belong. 

With  regard  to  the  .character  of  the  urine,  the  most  important 
indications  are  supplied  by  the  nature  of  its  reaction,  and  the 
character  of  the  deposit  which  may  be  precipitated  from  it.  The 
reaction  of  the  urine  maybe  (a)  acid;  (b)  alkaline  from  fixed 
alkali ;  or  (c)  alkaline  from  carbonate  of  ammonia. 

a.  If  the  urine  be  acid,  the  stone  is  almost  sure  to  be  uric  acid 
or  oxalate  of  lime,  or  a  mixture  of  these  two.1  These  two  de- 
posits alternate  with  each  other  so  frequently,  and  at  such  short 
intervals,  that,  if  the  urine  be  free  from  uric  acid  or  an  oxalate 
of  lime  sediment,  there  is  nothing  to  indicate  directly  which  of 
the  two  species  the  stone  belongs  to.  But,  as  uric  acid  is  much 
more  common  than  oxalate  of  lime,  the  probabilities  are  con- 
siderably in  favor  of  the  former.  If  the  urine,  on  cooling,  de- 
posit abundantly  either  uric  acid  or  oxalate  of  lime,  and,  a  fortiori, 
if  either  of  these  deposits  are  found  in  the  urine  at  the  moment 
of  emission,  there  is  strong  probability  that  the  surface  of  the 
stone  is  of  the  same  nature ;  but  this  gives  no  warrant  of  the 
composition  of  the  deeper  strata. 

1  Concretions  of  xanthine,  fibrine,  and  fatty  matters,  are  altogether  left  out 
of  consideration,  on  account  of  their  extreme  rarity.  Cystine  is  also  excessively 
rare;  and  if  cystine  crystals  he  not  found  in  the  deposit,  it  may,  practically,  he 
likewise  excluded. 
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Vesical  calculi  are  usually  more  complex  in  their  composition 
than  renal  calculi.  The  latter  are  almost  always  composed  of 
one  single  ingredient;  but  the  former  are  frequently  composed 
of  more  than  one  ingredient.  The  longer  a  calculus  has  resided 
in  the  bladder,  the  more  complex  will  its  composition  probably 
be;  and  conversely,  the  more  recent  its  descent  from  the  kidney, 
the  more  likelihood  that  it  is  composed  of  but  a  single  ingre- 
dient. If,  therefore,  the  urine  be  acid,  and  the  calculus  of  recent 
date,  the  probabilities  are  greatly  increased  that  it  is  composed 
of  uric  acid  alone. 

As  mulberry  calculi  have  rough  surfaces,  they  usually  produce 
more  violent  irritation  of  the  bladder  than  the  smoother  stones 
composed  of  uric  acid.  This  indication  is,  however,  of  little 
practical  value,  and  the  exceptions  to  it  are  numerous. 

Persons  of  gouty  disposition  are  more  likely  to  be  the  subjects 
of  uric  acid  than  of  oxalate  of  lime  calculi. 

b.  If  the  urine  be  alkaline  from  fixed  alkali,  the  stone  will  be 
composed  either  of  bone-earth  phosphate  or  carbonate  of  lime. 
Both  are  of  extreme  rarity. 

c.  If  the  urine  be  alkaline  from  carbonate  of  ammonia,  the  com- 
position of  the  nucleus  and  body  of  the  calculus  can  no  longer 
be  divined ;  but  its  surface  or  crust  is  sure  to  be  composed  of 
the  mixed  phosphates.  The  depth  of  this  crust  can  only  be 
conjectured  from  the  intensity  of  the  ammoniacal  reaction,  the 
quantity  of  pus  and  flakes  which  are  discharged  with  the  urine, 
and  the  length  of  time  during  which  this  state  of  urine  has  per- 
sisted. Care  must  be  taken  to  ascertain  if  the  urine  be  ammo- 
niacal at  the  moment  of  emission  ;  for  in  most  cases  of  stone  there 
is  some  degree  of  cystitis,  and  the  presence  of  pus  causes  a  urine 
which  was  passed  acid,  speedily  to  become  ammoniacal.  The 
degree  of  the  ammoniacal  reaction  is  best  judged  by  the  intensity 
of  the  ammoniacal  odor,  by  the  gelatinized,  or  loose,  condition 
of  the  pus,  and  by  the  abundance  of  triple  phosphate  crystals. 
If  the  urine  be  only  very  feebly  ammoniacal,  or  have  only 
recently  become  ammoniacal,  the  phosphatic  crust  may  be  only 
a  thin  film.  In  the  case  of  large  or  old  phosphatic  concretions, 
fragments  of  phosphatic  debris  are  frequently  voided  with  the 
urine.  If  the  ammoniacal  reaction  of  the  urine  is  once  estab- 
lished in  a  case  of  stone,  it  seldom  afterwards  gives  place  to  an 
acid  reaction. 
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Chevallier — On  the  Dissolution  of  Gravel  and  Stone  in  the  Bladder  (trans- 
lated by  Edwin  Lee).     Med.  Gaz.  1837,  p.  430. 

Ch.  Petit — Du  Traitemcnt  Medical  des  Calculs  Urinaires  par  les  Eaux  de 
Vichy.     Paris,  1834. 

Ch.  Petit — Nouvelles  Observations  de  Guerisons,  etc.     Paris,  1837. 

Ch.  Petit — Du  Mode  d'Action  des  Eaux  Min6rales  de  Vichy.     Paris,  1850. 

Civiale — Du  Traitement  M6dical  de  la  Pierre.     Paris,  1840. 

Two  objects  are  to  be  held  in  view  in  the  medical  treatment 
of  gravel  and  calculi,  namely,  (A)  to  prevent  the  formation  of 
a  concretion  when  a  tendency  thereto  exists;  and  (B)  to  dissolve 
or  facilitate  the  expulsion  of  concretions  already  formed.  The 
treatment  of  the  organic  lesions  which  are  incidental  to  the  pre- 
sence of  calculi  in  the  urinary  passages,  will  be  considered — in 
so  far  as  they  implicate  the  kidneys  and  their  immediate  appen- 
dages— in  Part  III,  with  the  other  organic  affections  of  the  kid- 
neys. 

(A)    PREVENTIVE    TREATMENT. 

The  disposition  to  the  production  of  gravel  and  stone  gene- 
rally passes  by  undetected,  until  a  concretion  is  actually  formed. 
The  general  health  is,  usually,  not  markedly  disturbed,  and  the 
local  symptoms  only  attract  attention  when  the  urinary  pas- 
sages begin  to  resent  the  presence  of  the  foreign  body. 

Sometimes,  however,  the  practitioner  becomes  aware  before- 
hand, from  the  character  of  the  uriue  or  other  circumstances, 
that  the  formation  of  a  stone  is  a  probable  event  unless  preven- 
tive means  be  adopted. 

The  occurrence  of  a  deposit  of  uric  acid  or  oxalate  of  lime 
after  the  urine  has  stood  some  hours,  indicates  no  special  risk 
of  the  formation  of  a  stone ;  but  if  either  of  these  substances  be 
voided  with  the  urine,  as  gravel,  such  a  risk  does  certainly  exist, 
and  demands  to  be  provided  for.  Again,  if  the  urine,  although 
clear  when  voided,  lets  fall  a  crystalline  deposit  before  it  has 
completely  cooled,  as  may  sometimes  be  seen,  especially  in  chil- 
dren, the  danger  of  the  formation  of  a  stone  cannot  be  over- 
looked. The  presence  of  cystine  in  the  urine  is,  at  all  times,  a 
circumstance  which  demands  precautions  against  the  formation 
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of  a  calculus.  The  existence  of  an  ammoniacal  state  of  the 
urine,  also,  always  involves  a  risk  of  the  deposition  of  the  secon- 
dary phosphates. 

Independently  of  the  existing  state  of  the  urine,  evidence  of  a 
calculous  tendency  is  sometimes  obtained  from  the  antecedents 
of  the  patient.  If  the  patient  have  recently  voided  a  concretion 
with  the  urine,  or  if  one  have  been  removed  from  his  bladder 
by  surgical  operation,  there  is  reason  to  apprehend  a  continu- 
ance of  the  calculous  tendency,  and  the  formation  of  a  new  con- 
cretion. 

Under  any  of  these  circumstances,  preventive  measures  are 
demanded.  These  may  be  divided  into  general  and  special.  The 
former  apply  to  calculous  tendencies  of  every  kind ;  the  latter 
to  threatened  formation  of  some  particular  species  of  stone. 

Among  the  general  indications,  the  most  important  is  to  obvi- 
ate undue  concentration  of  the  urine.  This  is  effected  by  the 
systematic  use  of  increased  quantities  of  aqueous  drinks.  The 
urine  is  apt  to  reach  the  greatest  degree  of  concentration  at 
hours  remote  from  meal-times  (especially  during  the  two  or 
three  hours  which  precede  a  late  dinner),  and  during  the  hours 
of  sleep.  At  these  periods  the  flow  of  the  urine  is  exceedingly 
scanty;  it  is  long  delayed  in  the  bladder  before  there  is  any  call 
for  its  evacuation ;  its  solid  constituents  are  in  excessive  propor- 
tion to  the  watery  parts,  so  that  the  urine  resembles  a  super- 
saturated saline  solution  ;  it  is  also  very  acid.  Here  are  united 
all  the  conditions  most  favorable  to  the  separation  of  some  of  its 
less  soluble  components.  Dr.  Prout  pointed  out  that  the  recum- 
bent posture,  during  sleep,  furnished  an  additional  source  of 
apprehension,  inasmuch  as  the  urine  is  no  longer  aided  in  its 
descent  by  the  force  of  gravity ;  it  therefore  lingers  and  accumu- 
lates in  the  pelvis  of  the  kidney,  and  is  liable  to  deposit  some  of 
its  constituents  therein. 

All  these  untoward  contingencies  are  obviated  by  the  simple 
expedient  of  taking  a  tumbler  of  water  a  couple  of  hours  before 
dinner,  and  another  before  retiring  to  rest.  By  this  means 
the  urine  is  diluted,  and  its  escape  hastened  at  the  periods  when 
it  would  otherwise  be  dangerously  saturated,  and  unduly  de- 
layed in  the  excretory  conduits.  Two  other  points  are  worthy 
of  attention,  with  a  view  of  maintaining  the  urine  in  a  state  of 
safe  dilution,  and  providing  for  its  undelayed  expulsion.     These 
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are :  first,  that  a  too  great  interval  shall  not  elapse  between  any 
two  meals ;  and  secondly,  that  the  period  devoted  to  rest  in  hod 
shall  not  he  too  prolonged.  From  observations  recorded  in  a" 
previous  page,  it  is  seen  that  a  meal  both  renders  the  urine  more 
abundant,  and  lessens  its  acidity.  An  individual  who  shows  a 
tendency  to  calculous  formations  should,  therefore,  be  directed  to 
take  four  or  five  light  meals  during  the  day,  at  about  equal  in- 
tervals, and  to  rise  betimes  in  the  morning. 

When  the  nature  of  the  calculous  tendency  is  ascertained, 
either  from  the  character  of  the  deposit,  or  from  the  composition 
of  a  previously  voided  concretion,  further  and  special  precautions 
■should  be  recommended. 

If  the  tendency  be  to  the  precipitation  of  uric  acid,  the  acidity 
of  the  urine  should  be  lowered  by  the  moderate  employment  of 
the  acetate  or  citrate  of  potash.  A  drachm  of  either  salt  may 
be  taken  in  a  tumbler  of  water  at  bedtime,  and  again  on  rising 
in  the  morning.  The  diet  should  be  regulated  in  such  manner 
that  animal  flesh  shall  not  form  a  too  prominent  part  of  it. 
Rich  wines  and  heavy  meals  must  be  strictly  prohibited,  and  a 
bland,  mostly  farinaceous,  diet  substituted. 

The  deleterious  effects  of  high  diet  on  uric  acid  gravel,  is 
aptly  illustrated  in  an  example  furnished  by  Magendie : 

Mr  ,  a  merchant  in  one  of  the  Hanseatic  cities,  possessed  in 

1814  an  ample  fortune,  and  he  lived  in  accordance  with  his  means — 
kept  a  good  table,  and  indulged  in  its  pleasures  freely.  He  was  at 
this  time  tormented  with  gout  and  gravel.  Unexpectedly,  he  lost 
all  his  fortune  through  a  political  crisis,  and  was  obliged  to  take 
refuge  in  England,  where  he  lived  more  than  a  year,  almost  in  pov- 
erty, amid  numerous  privations;  but  his  gravel  completely  dis- 
appeared. Little  by  little  he  succeeded  in  repairing  his  affairs;  he 
resumed  his  old  mode  of  life,  and  the  gravel  was  not  long  in  re- 
appearing. A  second  reverse  robbed  him  in  a  short  time  of  all  he 
had  gained.  He  passed  into  France  almost  without  resources,  and 
his  regimen  was  consonant  to  his  means :  the  gravel  disappeared. 
Once  again  his  industry  restored  him  to  a  life  of  plenty  and  ease ;  he 
abandoned  himself  again  to  the  indulgences  of  the  table,  and  with 
them  appeared  once  more  his  old  enemy  the  gravel.1 

The  special  preventive  treatment  of  cystine  concretions  is  iden- 
tical with  that  of  uric  acid. 

With  regard  to  oxalate  of  lime,  the  principal  indications  are, 

1  Magendie,  De  la  Gravelle,  p.  25. 
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to  dilute  the  urine  by  abundant  regulated  potation  of  aqueous 
drinks,  and  to  encourage  the  action  of  the  skin  by  baths,  fric- 
tions, the  use  of  flannel  clothing,  and  exercise  in  the  open  air. 
It  is  important  also  to  guard  against  the  use  of  certain  vege- 
tables which  contain  large  quantities  of  oxalates  and  superoxa- 
lates  in  their  tissues.  The  general  use  of  rhubarb  tarts  in  this 
country  in  the  spring  months,  and  the  use  of  sorrel  as  salad  in 
France,  are  probably  frequent  causes  of  oxalate  of  lime  concre- 
tions. Magendie  records  two  cases  in  which  it  appeared  highly 
probable  that  mulberry  calculi  had  been  produced  by  the  daily 
use  of  sorrel  (1.  c.  p.  121).  Both  these  articles  should  be  abso- 
lutely forbidden. 

Mineral  and  potable  waters  which  are  rich  in  lime,  should 
likewise  be  avoided. 

Heller  recommends  alkaline  substances,  on  the  grounds  that 
oxalate  of  lime  long  digested  with  alkaline  carbonates  is  re- 
solved into  a  soluble  oxalate,  and  that  uric  acid  is  the  source  of 
the  oxalic  acid  which  appears  in  the  urine.  Experiments  per- 
formed by  myself  on  mulberry  calculi,  yielded  no  evidence  that 
the  alkaline  carbonates  exert  any  solvent  action  thereon.  As  to 
the  second  point,  alkalies  do  not  prevent  undue  formation  of  uric 
acid,  but  merely  facilitate  its  elimination.  Nevertheless,  I  have 
seen  instances  in  which  rendering  the  urine  freely  alkaline, 
caused  an  oxalate  of  lime  deposit  to  temporarily  disappear  from 
the  urine. 

Basic  phosphate  of  lime  and  carbonate  of  lime  (unmixed  with 
triple  phosphate)  are  among  the  rarest  forms  of  urinary  calculi. 
Against  them  the  proper  precautionary  measures  are,  to  endea- 
vor to  remove  the  alkalescence  of  the  urine  by  the  exhibition 
of  carbonic  acid  waters,  and  to  exclude  as  much  as  possible  all 
articles  of  food  and  drink  which  are  rich  in  calcareous  salts. 

The  precipitation  of  the  secondary  pho.sphates  frequently  requires 
precautionary  measures  to  prevent  calculous  concretions.  If 
severe  cystitis  follow  lithotomy  or  lithotrity,  there  is  cause  to 
fear  a  deposition  of  phosphatic  matter  upon  some  fragment  left 
in  the  bladder,  or  on  a  mass  of  inspissated  pus  and  mucus. 
Indeed,  whenever  the  urine  is  highly  ammoniaeal,  the  same 
danger  is  not  remote.  To  guard  against  it,  the  irritation  of  the 
bladder  should  be  allayed  by  appropriate  means,  and  the  viscus 
should  be  thoroughly  washed  out,  at  least  twice  a  week,  with 
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water,  or  with  a  solution  containing  a  drachm  of  the  commercial 
muriatic  acid  to  a  pint  of  water. 

(b)  solvent  treatment. 

For  therapeutical  purposes,  urinary  calculi  may  be  divided 
into  two  classes,  viz.,  those  which  are  soluble  in  alkalies r  and  those 
which  are  soluble  in  acids.  To  the  former  category  belong  uric 
acid,  the  urates,  and  cystine;  to  the  latter  phosphatic  and  mul- 
berry calculi.  Those  which  are  soluble  in  alkalies  may  (con- 
ceivably) be  attacked  by  alkalizing  the  urine  by  means  of  certain 
salts  administered  by  the  mouth,  or  by  injecting  alkaline  solu- 
tions into  the  bladder.  Those  which  are  soluble  in  acids  can 
only  be  attacked  by  the  latter  method,  inasmuch  as  acids  cannot 
be  made  to  pass  through  the  kidneys,  save  in  insignificant  pro- 
portions.1 

It  will,  however,  be  shown  in  the  sequel,  that  alkaline  sub- 
stances, used  in  the  way  of  injections,  act  so  feebly  on  uric  acid 
calculi  that  no  useful  results  can  be  expected  from  their  opera- 
tion ;  also  that  mulberry  calculi  are  unassailable  by  any  solvent 
method  hitherto  proposed;  so  that  the  solvent  treatment  of 
urinary  calculi  resolves  itself  practically  into  two  lines  of  action, 
viz.,  attacking  uric  acid  calculi  (and  their  congeners)  by  alka- 
lizing the  urine  by  means  of  medicines  administered  internally, 
and  phosphatic  calculi,  by  injecting  acid  solutions  into  the 
bladder. 

It  is  a  noteworthy  fact  that  alkaline  substances  had  obtained 
an  extended  reputation  in  the  treatment  of  calculous  disorders, 
long  before  the  composition  of  urinary  calculi  had  been  discov- 
ered. In  1739  a  remedy  of  this  class — the  nostrum  of  Joanna  Ste- 
phens— made  so  great  a  noise  that  Parliament  appointed  a  com- 
mission of  professional  men  to  inquire  into  its  virtues.  The  com- 
mission reported  favorably,  and  a  reward  of  £5000  was  assigned 
to  Miss  Stephens  for  the  secret  of  its  composition.     The  active 

1  Various  attempts  have  also  been  made  to  apply  galvanism  to  the  solution  of 
stones  in  the  bladder.  It  was  ingeniously  conceived  that  the  decomposition  of 
a  solution  of  nitrate  of  potash  within  the  bladder,  by  a  galvanic  current,  would 
set  free,  simultaneously,  both  nitric  acid  and  caustic  potash — one  or  other  of 
which  is  capable  of  acting  on  every  variety  of  stone.  But  the  mechanical  diffi- 
culties of  this  proceeding  have  hitherto  proved  insurmountable ;  and  the  slow 
action  which  my  experiments  prove  solutions  of  caustic  potash  to  have  on  uric 
acid  calculi,  and  solutions  of  nitric  acid  on  mulberry  calculi,  render  it  hopeless 
ever  to  obtain  results  of  practical  utility  by  this  method.  See  also  Heller's- 
Harnconcretionen,  p.  99. 
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ingredients  in  this  nostrum  were  burnt  egg-shells  and  snails, 
with  Alicant  soap.  As  soon  as  the  secret  was  divulged,  soap, 
soap-lye  (solution  of  caustic  potash),  and  lime-water,  were  tried 
in  all  kinds  of  calculous  cases.  The  indiscriminate  use  of  the 
remedies  led,  as  might  have  been  anticipated,  to  contradictory 
results.  Both  successes  and  failures  were  published  in  large  num- 
bers;1 and  opinion  was  much  divided  as  to  their  utility.  About 
this  time  the  successes  of  Cheselden  gave  a  great  impulse  to  lith- 
otomy, and  the  use  of  solvents  gradually  fell  into  discredit.  The 
subject  was  resuscitated  in  France  about  a  century  later,  under 
the  inspiration  of  the  great  advances  then  made  in  chemical  sci- 
ence, and  especially  of  the  discoveries  of  Wollaston  and  Four- 
croy  into  the  nature  and  composition  of  urinary  calculi.  The 
virtues  of  the  alkaline  bicarbonates— and  more  particularly  of 
the  bicarbonate  of  soda,  the  active  ingredient  of  the  Vichy 
springs — were  brought  into  prominence;  and  a  considerable 
number  of  cases,  successfully  treated  by  these  means,  were  pub- 
lished by  Chevallier  and  Ch.  Petit.  But  again,  the  absurd  claim 
of  universal  efficacy  brought  the  solvent  treatment  into  con- 
tempt, and  for  the  last  twenty  years,  and  more,  urinary  calculi 
have  been  almost  wholly  abandoned  to  the  surgeon. 

A  perusal  of  the  literature  of  these  two  periods,  however, 
strongly  suggested  the  desirability  of  subjecting  the  question  to 
a  new  examination,  with  a  view  of  ascertaining  the  causes  of  the 
discrepant  experience  of  past  times,  and  also  of  indicating  with 
some  approach  to  certainty,  what  may  be  rationally  expected 
from  a  solvent  treatment,  in  what  cases  it  is  applicable,  and  the 
precise  mode  of  carrying  it  out  effectually. 

For  the  purpose  of  clearing  up  these  questions,  the  present 
writer  undertook  an  extensive  series  of  experiments,  and  made 
numerous  clinical  observations.  The  facts  observed  are  em- 
bodied in  a  paper  read  before  the  Medical  and  Chirurgical  So- 
ciety on  March  28,  1865.  To  this  paper  the  reader  is  referred 
for  fuller  details.  The  results  obtained  seem  to  demand  a  con- 
siderable modification  of  the  prevailing  opinion  regarding  the 
inutility  of  the  solvent  treatment.  They  do  not  by  any  means 
indicate  the  general  possibility  of  substituting  a  solvent  for  a  me- 

'  Ploucquet  gives  a  list  of  more  than  forty  papers  and  pamphlets,  published  on 
the  subject  about  1740. 
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chanical  treatment  of  vesical  calculi ;  but  they  suggest  an  essen- 
tial improvement  in  the  treatment  of  renal  calculi;  they  also  in- 
dicate that  uric  acid  and  cystine,  under  certain  circumstances", 
are  capable  of  solution  in  the  bladder,  by  means  of  alkaline  salts 
administered  by  the  mouth,  at  a  rate  which  admits  of  practical 
application  ;  and  that,  in  certain  picked  cases  of  this  class,  a 
solvent  treatment  deserves  to  be  resolutely  tried,  before  having 
recourse  to  the  more  dangerous  methods  of  lithotomy  and  litho- 
trity. 

Attention  was  naturally  directed  in  the  first  instance,  and 
chiefly,  to  uric  acid,  both  on  account  of  its  being  by  far  the  most 
common  constituent  of  urinary  calculi,  and  also  on  account  of 
its  offering  the  greatest  probabilities  of  success.  But  the  inquiry 
was  not  altogether  confined  to  uric  acid :  experiments  were  also 
made  on  the  solubility  of  cystine,  oxalate  of  lime,  and  phosphatic 
calculi. 


On  the  Solvent   Treatment  of   Uric  Acid   by  the  Administration  of 
Alkaline  Salts  by  the  Mouth. 

The  inquiry  respecting  uric  acid,  set  out  from  two  known 
data,  viz. : 

First — That  solutions  of  the  alkaline  carbonates  exercise  a 
solvent  action  on  uric  acid. 

Second. — That  the  urine  can  be  rendered  alkaline  from  al- 
kaline carbonates  by  the  administration  of  certain  salts 
by  the  mouth. 

Starting  from  these  data,  a  number  of  preliminary  questions 
immediately  presented  themselves,  which  it  was  necessary  to 
answer  before  proceeding  to  the  more  practical  part  of  the  in- 
quiry. These  were :  1.  Whether  is  carbonate  of  potash  or  car- 
bonate of  soda1  the  better  solvent  for  uric  acid  ?  2.  "What  is 
the  best  strength  of  solution  to  employ  ?  3.  What  is  the  effect 
of  varying  quantities  of  the  solution  on  the  results  obtained  ? 

Answers  to  these  questions  were  sought  by  placing  sections 

1  The  experiments  were  principally  directed  to  ascertain  the  effects  of  the  al- 
kaline carbonates,  because  all  salts  which  have  the  power  of  alkalizing  the  urine 
to  a  useful  degree,  appear  in  the  urine  as  carbonates.  A  number  of  other  salts 
were  however  tried,  viz.,  neutral  and  alkaline  borates,  phosphates,  and  soaps. 
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of  uric  acid  calculi,  usually  weighing  about  100  grains,  in  10-oz. 
vials,  and  causing  currents  of  the  different  solutions,  at  blood 
heat,  to  pass  over  them  at  a  regulated  rate. 

1.  With  regard  to  the  comparative  solvent  powers  of  car- 
bonate of  potash  and  carbonate  of  soda,  the  experiments 
indicated  clearly  that  potash  dissolved  uric  acid  more  rapidly 
than  soda.  A  solution  of  carb.  potash,  containing  30  grains  to 
the  pint,  dissolved  daily,  11.9  per  cent,  of  a  uric  acid  calculus; 
while  a  solution  of  carb.  soda  of  equal  strength,  dissolved  only 
10.3  per  cent.  The  potash  salt  possessed  a  further  advantage 
in  its  wider  range  of  solvent  power  with  the  stronger  solutions. 
This  latter  point  will  be  better  understood  after  the  effects  of 
solutions  of  different  strength  have  been  considered  in  the  next 
paragraph.1 

2.  The  Strength  of  the  Solution  was  found  to  affect  its  sol- 
vent capacity  more  than  any  other  condition.  It  soon  became 
apparent  that  only  very  weak  solutions  could  yield  any  useful 
results.  The  greatest  solvent  power  was  found  to  reside,  in  so- 
lutions containing  from  40  to  60  grains  of  carbonate  to  the 
imperial  pint.  Below  this  strength,  the  power  of  the  solutions 
gradually  declined,  until,  with  solutions  containing  less  than 
three  grains  to  the  pint,  the  solvent  power  scarcely  exceeded 
that  of  ordinary  water.  On  the  other  hand,  with  solutions  above 
the  strength  of  60  grains  to  the  pint,  dissolution  was  impeded, 
and  finally  arrested,  by  the  formation  of  a  white  crust  or  coat 
of  alkaline  bi-urate  on  the  surface  of  the  calculus.  "With  a 
solution  of  80  grains  to  the  pint,  this  bi-urate  crust  was  loose 
and  easily  detached,  like  a  layer  of  whitewash ;  but  with  a  solu- 
tion of  120  grains  to  the  pint,  the  crust  was  tenacious  and  adhe- 
rent, and  very  little  dissolution  took  place  with  carbonate  of 
potash,  and  none  at  all  with  carbonate  of  soda.  With  solutions 
of  160  and  240  grains  to  the  pint,  there  was  no  loss  of  weight 
with  potash  or  soda;  the  fragments  became  invested  with  a 
thin  tough  coating  of  white  bi-urate,  resembling  white  paint, 
which  put  a  stop  to  all  solvent  action.2 

1  Several  experiments  were  also  made  with  cai-bonate  of  lithia,  which  has  been 
much  vaunted  in  recent  times  as  a  solvent  for  uric  acid.  Its  power  was,  how- 
ever, found  much  inferior  to  that  of  the  carbonates  of  potash  and  soda.  Its  re- 
putation seems  to  have  arisen  from  its  comparative  insolubility.  Onlv  weak  so- 
lutions of  carb.  lithia  could  be  employed,  and  these  were  compared  with  solutions 
of  potash  and  soda,  which  were  too  strong. 

2  For  further  information  regarding  this  white  coating  of  bi-urate,  see  an  ab- 
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The  following  table  exhibits  the  results  obtained  with  solu- 
tions of  carbonate  of  potash  of  varying  strength  : 

Strength  of  solution.                                                            Daily  average  loss  of  weight. 

240  grains  per  pint 0  per  cent. 

160  "  0  " 

120  "  3.0  " 

80  "  9.8  " 

60  "  20.2  " 

40  "  15.6  " 

30  "  11.9  " 

20  "  11.0  " 

10  "  6.5  " 

5  "  6.0  " 

2A  «  .....  2.8  " 

1  "  1.2  " 

The  quantity  of  solution  permitted  to  flow  over  the  stone 
was,  generally,  six  pints  in  the  twTenty-four  hours. 

3.  It  was  at  first  supposed  that  the  quantity  of  the  solution 
permitted  to  flow  over  the  stone,  would  greatly  influence  the 
rate  of  dissolution;  but  on  actual  trial,  the  effect  of  quantity, 
within  the  limits  necessarily  imposed  by  the  capacity  of  the 
kidneys  to  eliminate  fluids,  proved  to  be  comparatively  unim- 
portant. In  order  to  obtain  comparable  results,  different  quan- 
tities of  a  solution  of  uniform  strength  were  passed  over  the 
same  stone  on  successive  days. 

A  solution  of  carbonate  of  potash,  containing  thirty  grains  to 
the  pint,  gave  the  following  results: 

Daily  flow.  Daily  loss  of  weight. 

15  pints 13.0  per  cent. 

8     " 15.0 

6     " 10.2  " 

4     " 9.5  " 

A  flow  of  even  one  or  two  pints  per  day,  with  a  solution  of 
suitable  strength,  produced  a  copious  dissolution.  Two  pints  of 
a  solution  of  carbonate  of  potash,  containing  forty  grains  to  the 
pint,  caused  a  daily  dissolution  of  17.1  per  cent. 

4.  With  regard  to  the  absolute  rate  of  dissolution  attain- 
able, the  experiments  opened  out  an  inviting  prospect.  The 
solutions  of  maximum  solvent  power  dissolved  from  ten  to 
twenty  per  cent,  of  the  calculi  in  the  course  of  twenty-four 
hours.     If  results  approaching  these  could  be  obtained  in  the 

stract  of  a  paper  by  the  author  in  the  Trans,  of  the  Brit.  Assoc,  for  the  Adv.  of 
Science  for  1861;  also  Beale's  Archives  for  1862. 

16 
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living  body,  a  little  consideration  will  show,  that  such  an  im- 
pression could  be  made  on  a  uric  acid  concretion,  in  a  few  weeks 
or  months,  as  would  either  entirely  dissolve  it,  or  reduce  its 
dimensions  to  a  point,  which  would  enable  it  to  escape  sponta- 
neously by  the  natural  passages. 

Having  disposed  of  these  preliminary  inquiries,  the  next 
points  to  be  ascertained  were:  the  best  way  of  alkalizing  the 
urine,  so  as  to  impart  to  it  an  alkalescence  corresponding  to 
that  of  solutions  of  carbonate  of  potash  of  maximum  solvent 
power;  also  to  examine  the  actual  effect  of  alkalized  urine 
passed  over  uric  acid  calculi,  in  a  vial,  at  blood  heat. 

5.  The  most  convenient  way  of  alkalizing  the  urine,  was 
found  to  consist,  in  giving  frequently  repeated  doses  of  the 
acetate  or  the  citrate  of  potash.  Both  these  salts  are  extremely 
soluble ;  they  are  well  borne  by  the  stomach;  they  do  not  inter- 
fere with  digestion  nor  occasion  purging.  Weight  for  weight, 
the  two  salts  were  found  to  possess  nearly  equal  alkalizing 
powers.  With  some  individuals  the  acetate  agreed  better  than 
the  citrate ;  with  others  the  converse  was  the  case. 

In  order  to  maintain  the  urine  at  a  degree  of  alkalescence 
that  should  correspond  to  the  maximum  solvent  power  of  solu- 
tions of  carbonate  of  potash  (i.  e.,  an  alkalescence  equal  to  about 
50  grains  of  carbonate  to  the  pint),  it  was  found  necessary,  in 
adults,  to  administer  from  40  to  50  grains  of  the  acetate  or  cit- 
rate of  potash,  dissolved  in  three  or  four  ounces  of  water,  every 
three  hours. 

It  was  found  quite  impossible  to  maintain  the  urine  at  an 
absolutely  constant  degree  of  alkalescence,  however  short  the  in- 
tervals at  which  the  dose  was  repeated.  The  activity  of  the 
kidueys  oscillates  from  hour  to  hour;  at  one  time  the  urine  is 
secreted  abundantly  and  dilute,  and  then  the  degree  of  alkales- 
cence necessarily  falls;  at  another  time  it  is  secreted  more 
scantily  and  more  concentrated,  and  then  the  degree  of  alkales- 
cence rises.  When,  however,  the  above  dose  was  exhibited 
with  regularity,  every  second  or  third  hour,  the  oscillations 
rarely  passed  an  alkalescence  equivalent  to  20  grains  to  the  pint, 
on  the  one  hand,  and  80  grains  to  the  pint  on  the  other :  and, 
as  a  rule,  the  alkalescence  ranged  between  35  and  60  grains  to 
the  pint — which  corresponds,  sufficiently  exactly,  with  the  maxi- 
mum solvent  power  of  a  solution  of  carbonate  of  potash  in  water. 
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6.  When  urine,  alkalized  by  the  internal  administration  of 
these  salts,  was  passed  over  the  surface  of  uric  acid  calculi,  at 
blood  heat,  the  calculi  were  found  to  undergo  solution  at  tr°e 
mean  rate  of  12J  grains  in  the  24  hours. 

In  performing  this  experiment  it  was  found,  that,  unless  the 
calculus  and  vial  were  frequently  cleansed  by  immersion  in 
water,  the  urine  became  ammoniacal,  and  the  calculus  became 
covered  over  with  a  crust  of  the  mixed  phosphates,  which 
speedily  put  a  stop  to  the  solvent  action  of  the  alkalized  urine. 
An  important  practical  deduction  flowed  from  this  fact,  viz., 
that  when  an  ammoniacal  state  is  developed,  the  solvent  power  of  alka- 
lized urine  is  entirely  nullified,  by  the  deposition  of  the  mixed  phos- 
phates on  the  surface  of  the  calculus. 

The  urine  of  patients  taking  full  doses  of  the  citrate  or 
acetate  of  potash,  is  generally  clear,  and  shows  no  tendency  to 
deposit,  even  on  standing.  But  this  is  not  invariably  the  case ; 
it  is  sometimes  turbid  from  deposition  of  the  amorphous  phos- 
phate of  lime.  Two  conditions  seemed  especially  to  favor  this 
deposition,  namely,  the  febrile  state,  and  the  digestion  of  a 
heavy  meal.  The  amorphous  phosphate  is  not  unfrequently 
deposited,  as  we  have  already  seen  (p.  39),  after  a  meal,  in 
healthy  persons  who  are  not  taking  any  alkalizing  medicines  : 
the  circumstance  is,  therefore,  not  to  be  regarded  as  an  unna- 
tural or  hazardous  one.  It  is,  further,  to  be  borne  in  mind,  that 
the  amorphous  phosphate  differs  essentially  from  the  mixed 
phosphates  thrown  down  in  an  ammoniacal  urine.  The  former 
is  a  loose  flocculent  substance,  which  shows  no  tendency  to 
aggregate  into  concretions;  the  latter,  on  the  other  hand,  is 
partly  crystalline,  and  speedily  incrusts  any  object  brought  into 
contact  with  it.  The  establishment  of  this  distinction  disposes 
of  one  objection  which  has  been  urged  against  alkaline  solvents. 

It  now  remains  to  bring  forward  illustrations  of  the  applica- 
tion of  the  solvent  treatment  in  practice;  to  distinguish  the 
cases  in  which  the  treatment  is  applicable ;  to  lay  down  direc- 
tions for  carrying  it  out  effectually;  and,  finally,  to  examine 
some  of  the  objections  which  have  been  urged  against  its  em- 
ployment. 

7.  Illustrations  of  the  practical  employment  of  alkaline 
solvents,  may  be  divided  into  cases  of  renal  calculi,  and  cases  of 
vesical  calculi. 
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One  of  the  first  rational  attempts  to  treat  renal  gravel  of  uric 
acid  by  alkaline  solvents,  was  made  by  the  celebrated  Mascagni 
in  his  own  person.  He  gives  the  following  account  of  his  case 
in  the  Memoirs  of  the  Italian  Society  for  1804 : 

I  had  been  subject  for  several  years  to  pains  in  the  lumbar  re- 
gions, and  I  voided  from  time  to  time  gravelly  concretions  of  a  yel- 
low-ochre and  brick-red  color.  Knowing  that  gaseous  alkaline 
fluids  had  been  used  in  such  cases,  I  took  some  on  several  occasions 
with  benefit.  I  imagined  I  could  obtain  greater  effects  with  carbo- 
nate of  potash. 

In  the  month  of  August  and  September,  1799,  having  been  obliged 
to  lead  a  sedentary  life,  I  was  cruelly  attacked  with  pains  in  the 
kidneys,  and  I  voided  a  considerable  number  of  small  concretions, 
some  of  which  were  large  enough  to  be  regarded  as  veritable  calculi. 
They  were  -reddish  and  crystalline;  they  were  deposited  at  the 
bottom  of  the  vessel  each  time  I  made  water,  and  I  could  see  their 
glistening  facets  through  the  transparent  urine.  I  was  also  subject 
to  an  excess  of  acid  in  the  stomach,  which  was  perceived  in  the 
mouth.  I  examined  my  urine  and  found  in  it  a  free  acid,  which,  as 
well  as  the  concretions,  I  recognized  as  consisting  of  uric  acid. 

Having  thus  assured  myself  of  the  nature  of  the  concretions  I 
was  voiding,  I  resolved  to  make  use  of  the  carbonate  of  potash  and 
to  observe  the  result.  I  took  the  first  day  about  a  drachm,  one  half 
in  the  morning  fasting  and  the  other  half  in  the  evening.  I  dined 
at  one  o'clock  in  the  afternoon.  This  salt  dissolved  in  ten  ounces  of 
water  had  very  little  taste,  it  caused  no  disturbance  of  the  stomach 
or  bowels;  but  as  soon  as  I  swallowed  it,  it  occasioned  a  considera- 
ble disengagement  of  carbonic  acid  gas,  which  was  felt  in  the  mouth 
and  discharged  by  the  anus. 

The  second  day  I  took  two  drachms,  and  the  third  day  three 
drachms;  and  I  continued  this  dose,  dissolved  in  twenty  ounces  of 
water,  for  ten  days.  Before  using  the  carbonate  my  urine  was  very 
acid,  and  intensely  reddened  blue  litmus  paper.  On  the  second  day 
the  paper  changed  color  very  little,  and  none  at  all  on  the  third  day. 
The  acid  of  my  urine  was  therefore  saturated.  At  this  epoch  the 
renal  pains  diminished,  and  I  voided  no  more  gravel  with  the  urine. 
Afterwards  the  pains  ceased  entirely,  the  urine  became  less  loaded, 
and  I  recognized  the  potash  in  excess. 

I  ceased  to  use  the  carbonate  of  potash,  and  for  some  months  I 
voided  no  concretions.  Being  subsequently  attacked  with  the  same 
symptoms,  I  had  recourse  to  the  same  remedy,  and  I  obtained  the 
same  good  effects.  I  have  repeated  this  medico-chemical  experiment 
every  time  I  have  felt  the  same  inconvenience,  and  always  with 
success.  Two  years  have  now  elapsed  since  I  voided  any  concre- 
tions, though  I  no  longer  make  use  of  the  potash.1 

The  following  example  from  my  own  practice  is  not  dis- 
similar : 

1  Magendie,  De  la  Gravelle,  p.  85. 
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In  July,  1860,  a  stout  middle-aged  gentleman  brought  to  me 
eleven  small  concretions,  varying  from  the  size  of  a  pea  to  that  of  a 
large  pin's  head.  He  had  voided  these  with  the  urine  a  few  days 
previously;  they  were  composed  of  uric  acid.  He  stated  that  three 
years  before,  he  was  attacked  with  renal  colic,  which  subsided  on  the 
third  day  with  the  discharge  of  a  small  calculus  by  the  urethra. 
From  this  period  to  the  time  of  my  seeing  him,  attacks  of  renal 
colic,  terminating  in  the  discharge  of  small  brownish  concretions, 
recurred  with  great  regularity  at  intervals  of  three  or  four  months. 

The  urine  was  found  to  be  acid  and  high-colored :  the  general 
health  was  somewhat  impaired  bj^  his  periodical  sufferings. 

In  projecting  the  plan  of  treatment,  it  was  considered  that  the 
patient  had  in  all  probability  a  number  of  similar  concretions  still 
lodged  in  his  kidneys.  The  dissolution  of  these  was  the  first  object; 
the  next  was  to  prevent  their  formation  in  the  future.  Seeing  the 
small  size  of  the  concretions,  it  was  thought  that  by  keeping  up  a 
persistently  alkaline  state  of  the  urine  for  a  week  or  two,  complete 
dissolution  of  them  would  be  effected.  With  this  view  citrate  of 
potash,  in  two-scruple  doses,  dissolved  in  half  a  pint  of  water,  was 
administered  every  three  hours  for  a  fortnight.  Afterwards  the 
patient  took  a  drachm  of  the  same  salt  in  a  tumbler  of  water  night 
and  morning  for  a  period  of  three  months.  As  no  recurrence  of  the 
renal  pains  took  place,  nor  the  discharge  of  any  concretions,  the 
medicine  was  discontinued;  but  the  patient  was  instructed  to  take 
every  night  before  going  to  bed  a  tumbler  and  a  half  of  water. 
This  practice  he  has  continued  up  to  the  present  time  (October, 
1864).     There  has  been  no  return  of  the  symptoms. 

A  considerable  number  of  examples  of  the  successful  treat- 
ment of  vesical  calculi  by  alkaline  solvents  lie  buried  in  the 
forgotten  publications  which  appeared  in  this  country  about  the 
middle  of  the  last  century,  when  the  remedy  of  Miss  Stephens 
made  so  great  a  noise.  Some  fifteen  or  twenty  cases  were  also 
collected  by  Chevallier  and  Petit  at  a  later  epoch,  when  the 
question  was  resuscitated  in  France  thirty  years  ago. 

Most  of  these  reports  are  vitiated  by  the  absence  of  informa- 
tion as  to  the  nature  of  the  stone  and  the  condition  of  the  urine. 
At  the  former  epoch  (1740),  urinary  calculi  were  all  supposed  to 
be  of  the  same  nature,  and  that  an  unknown  one.  At  the  latter 
epoch  the  chemical  composition  of  urinary  calculi  was  indeed 
known,  but  some  of  the  most  important  points  in  their  develop- 
ment were  misunderstood;  urinary  chemistry  was  still  in  its  in- 
fancy ;  and  the  same  absurd  pretension  of  universal  efficacy  was 
put  forth  on  behalf  of  alkaline  substances  which  swamped  their 
reputation  in  1740. 

One  of  the  best  illustrations  from  the  earlier  records  is  sup- 
plied by  Dr.  James  Jurin,  who  was  himself  the  sufferer. 
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He  was  for  many  years  subject  to  red  gravel.  At  Christmas, 
1740,  he  voided  a  small  stone,  after  suffering  four  days  from  ne- 
phritic colic.  In  January  and  February  following,  he  perceived  un- 
mistakable symptoms  of  stone  in  the  bladder.  These  he  describes 
at  great  length,  and  with  remarkable  clearness. 

In  March,  he  began  to  take  lixivium  of  soap  or  soap-lye  (a  strong 
solution  of  caustic  potash),  in  gradually  increasing  doses,  until  he 
reached  the  amount  of  an  ounce  or  an  ounce  and  a  quarter  daily. 
He  took  for  a  single  dose  one  or  two  teaspoonfuls  of  the  lixivium 
diluted  with  three  quarters  of  a  pint  of  water.  The  soap-lye  which 
he  employed  was  "  one-fifth  part  heavier  than  river  water"  (i.  e  ,  its 
specific  gravity  was  1200,  which  is  about  three  times  as  strong  as 
the  liq.  potassse  of  the  London  Pharmacopoeia). 

He  continued  this  treatment  for  five  months.  On  the  10th  of  July 
he  voided  a  small  smooth  stone  of  the  size  of  an  oat,  and  of  a  reddish 
color.  On  the  27th  of  the  same  month  he  voided  a  second  stone. 
On  August  the  6th  he  voided  a  third  stone,  and  about  the  beginning 
of  September  a  fourth. 

All  his  symptoms  now  disappeared,  and  he  discontinued  the  medi- 
cine ;  but  in  December  he  had  a  return  of  the  vesical  symptoms ;  he 
also  noticed  that  his  urine  again  furred  the  chamber-pot,  and  that  he 
voided  a  little  red  gravel,  as  he  had  formerly  done.  He  went  back 
to  the  soap-lye,  and  in  the  course  of  a  week  parted  with  a  small  rough 
reddish  stone.  From  that  time  he  continued  perfectly  easy.  He 
still  took  a  couple  of  teaspoonfuls  of  the  lixivium  every  day,  and 
this  he  found  sufficient  to  keep  the  urine  from  furring  the  utensil.1 

The  calculi  in  this  case  were  undoubtedly  uric  acid,  as  may 
be  learned  not  only  from  their  red  color,  but  also  from  an  expe- 
riment which  Dr.  Jurin  made  :  lie  found  that  they  dissolved  in 
the  alkaline  lye  and  in  lime-water. 

Of  the  cases  collected  in  France,  I  will  only  cite  one.  In 
Chevallier's  essay,  ten  cases  of  the  successful  use  of  the  bicar- 
bonate of  soda  are  recorded.  Dr.  Petit  has  contributed  some 
half  a  dozen  additional  cases  illustrating  the  effects  of  Vichy 
waters  (which  contain  44  grains  of  bicarbonate  of  soda  to  the 
pint). 

M.  de  L ,  fifty-one  years  of  age,  was  sounded  by  Leroy  d'Eti- 

olles,  who  found  a  stone  in  the  bladder.  This  he  believed  to  be  not 
large,  and  suitable  for  crushing.  The  patient,  however,  went  to 
Yichy,  and  drank  the  first  day  seven  or  eight  glasses  of  the  waters. 
The  next  day  he  took  fifteen  glasses,  and  the  urine,  which  was  pre- 
viously very  acid,  became  constantly  and  strongly  alkaline.     In  a 

1  The  record  of  this  case  is  bound  up  with  Eutty's  Observations  on  Joanna 
Stephens's  Medicine  for  the  Stone.  Lond.  1742.  Another  good  case  is  related  by 
Whytt,  in  his  Essay  on  Lime-water, -Edin.  1752;  and  a  third,  in  which  the  suc- 
cessful result  is  vouched  for  by  a  post-mortem  examination,  made  seventeen  years 
afterwards,  is  recorded  in  the  Philosophical  Transactions  for  1745,  by  Dr.  Pr ingle. 
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few  days  he  took  twenty-two  and  twentj'-four  glasses.  The  symp- 
toms, which  were  before  severe,  now  subsided  more  and  more,  and 
after  seventeen  days  of  treatment  he  voided  a  smooth  uric  acid  con- 
cretion which  bore  evident  traces  of  dissolution.  From  this  moment 
he  continued  wholly  free  from  symptoms,  and  was  able  to  take  vio- 
lent equestrian  exercise  without  the  least  inconvenience.1 

The  causes  which  led  to  the  discredit  and  final  abandonment 
of  the  alkaline  treatment,  in  spite  of  the  large  mass  of  evidence 
in  its  favor,  are  now  easy  to  understand.  The  most  important 
of  these  was  the  erroneous  claim  to  universal  applicability  set 
up  for  it  by  its  advocates.  My  experiments  prove  unequivocally 
that  it  is  wholly  powerless  in  all  cases  where  the  urine  is  ammo- 
niacal ;  also  in  all  cases  of  oxalate  of  lime  calculi,  and  in  every 
variety  of  phosphatic  calculi.  ISTo  benefit  can  be  derived  from 
it  except  in  cases  of  uric  acid  and  cystine  calculi,  and  in  these 
only  where  the  urine  has  not .  become  ammoniacal.  The  indis- 
criminate use  of  the  treatment,  therefore,  could  only  result  in 
disappointment.  Further,  the  treatment  was  carried  out  in  a 
very  imperfect  manner.  In  the  earlier  period  (1740)  alkaline 
substances  were  given  in  the  form  of  soap,  calcined  egg-shells, 
lime-water,  or  solutions  of  caustic  potash — all  of  them  nauseous 
to  the  taste,  apt  to  derange  the  stomach,  and  difficult  to  admin- 
ister in  sufficient  doses  to  prove  efficacious.  In  the  later  period 
(1840)  Vichy  waters  were  chiefly  relied  on.  These  contain  soda, 
which,  as  we  have  seen,  is  an  inferior  solvent  to  potash;  and  the 
great  dilution  of  the  remedy  in  the  Vichy  waters  must  seriously 
impair  its  power. 

My  own  experience  of  the  alkaline  treatment  in  vesical  calculi 
was  gathered  before  some  important  points  were  understood, 
which  later  inquiries  have  made  clear  to  me. 

My  first  case  was  one  of  uric  acid  calculus,  and  in  every  way  suit- 
able for  the  solvent  treatment ;  but  it  was  carried  out  very  imper- 
fectly, and  was  not  persevered  in  sufficiently  long  to  effect  complete 
dissolution.  The  patient  was  a  boy  four  years  of  age,  admitted  into 
the  Manchester  Infirmary,  Dec.  1,  1858.  The  urine  was  acid,  but 
did  not  deposit  any  crystalline  sediment.  He  was  placed  under  the 
influence  of  the  tartrate  of  potash  and  soda  (Eochelle  salt),  in  the 
doses,  at  first,  of  twenty  grains,  and  afterwards  of  thirty  grains, 
dissolved  in  from  four  to  six  ounces  of  water  every  two  hours.  The 
treatment  was  continued  for  six  weeks.  The  urine  was  thereby 
rendered  very  feebly  alkaline.     At  the  end  of  this  period  the  sound 

1  Dr.  Ch.  Petit,  Du  Mode  d'Action  des  Eaux  Min^rales  de  Vichy,  p.  272. 
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still  disclosed  the  presence  of  a  stone,  and  the  operation  of  lithotomy- 
was  accordingly  performed  by  my  colleague,  Mr.  Southam,  with 
perfect  success.  Two  calculi  were  extracted,  which  together  only 
weighed  twenty -two  grains ;  they  were  composed  of  pure  uric  acid, 
and  their  surfaces  were  perfectly  smooth,  and  polished  like  river 
pebbles,  without  a  particle  of  phosphatic  incrustation. 

My  present  experience  enables  me  to  point  out  two  errors  in 
the  plan  of  treatment  followed  in  this  case.  In  the  first  place, 
the  quantity  of  fluid  in  which  the  salt  was  dissolved  was  much 
too  large ;  and  in  the  second  place,  the  salt  used  had  too  feeble 
an  alkalizing  power.  Rochelle  salt,  on  account  of  its  large  pro- 
portion of  water  of  crystallization,  has  less  alkalizing  power  by 
more  than  one-third  than  an  equal  weight  of  the  citrate  or  ace- 
tate of  potash. 

Notwithstanding  these  drawbacks,  it  is  not  possible  but  that  a 
considerable  amount  of  dissolution  had  taken  place.  The  urine 
was  kept  constantly,  though  feebly,  alkaline  for  six  weeks ;  there 
was  no  carbonate  of  ammonia  developed  in  it,  and  no  trace  of 
phosphatic  deposit  on  the  stones.  These  are  conditions  in  which, 
as  my  experiments  prove,  uric  acid  must  undergo  solution.  The 
two  calculi  when  extracted  weighed  only  22  grains;  and  yet 
one  or  both  of  them  must  have  existed  in  the  bladder  for  a 
period  of  three  years,  for  the  symptoms  of  vesical  calculus  had 
been  distinctly  noticed  for  so  long.  It  is  scarcely  conceivable 
that  these  stones  had  not  attained,  in  this  length  of  time,  a 
greater  magnitude  than  they  possessed  when  extracted ;  and  it 
seems  not  too  much  to  suppose  that  had  the  treatment,  imper- 
fect though  it  was,  been  persevered  in  for  another  week  or  fort- 
night, the  size  of  the  concretions  would  have  been  sufficiently 
reduced  to  permit  their  escape  spontaneously  by  the  urethra. 

My  second  case  was  a  boy,  aged  twelve,  an  inmate  of  the  Manchester 
Children's  Hospital,  under  the  charge  of  Dr.  Borchardt  and  Mr. 
Smart,  who  kindly  permitted  me  to  direct  the  treatment.  The  urine 
was  acid ;  it  contained  a  little  pus,  and  had  an  inordinate  tendency 
to  deposit  uric  acid  crystals. 

On  Sept.  19,  1860,  the  patient  was  directed  to  take  twenty  grains 
of  the  acetate  of  potash  in  two  ounces  of  water  every  three  hours. 
This  treatment  was  continued  for  thirty-four  days ;  the  urine  was 
rendered  thereby  continuously  alkaline.  At  the  end  of  thirty-four 
days,  the  stone,  being  still  found  on  sounding,  was  successfully  ex- 
tracted by  Mr.  Smart. 

The  calculus  weighed  180  grains,  and  its  form  was  a  flattened  oval ; 
it  was  found  to  be  composed  of  alternating  layers  of  uric  acid  and 
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oxalate  of  lime ;  and  its  surface  pi-esented  a  most  peculiar  appearance, 
which  furnished  an  interesting  and  irrefragable  proof  of  the  solvent 
action  of  the  alkalized  urine  on  uric  acid  layers  of  the  stone. 

The  outermost  layer  consisted  of  uric  acid,  and  over  the  large  cir- 
cumference of  the  stone  it  had  a  thickness  in  its  deepest  parts  of 
about  a  line  and  a  half;  but  on  the  flattened  surfaces  the  uric  acid 
was  dissolved  away,  and  the  subjacent  layer  of  oxalate  of  lime  cropped 
through  it  to  a  considerable  extent.  On  one  side  the  exposed  patch 
of  oxalate  was  as  large  as  a  sixpence,  and  presented  the  ordinary 
tuberculated  appearance  and  dark  brown  color  of  a  mulberry  cal- 
culus. On  the  opposite  side  two  islets  of  oxalate  were  uncovered, 
each  about  the  size  of  a  large  split  pea.  Surrounding  the  exposed 
patches  of  oxalate  were  found  the  remnants  of  a  thinner,  more 
superficial  and  incomplete  layer  of  oxalate  of  lime.  The  irregular 
patches  of  this  latter  layer  occupied  a  higher  level  than  the  sur- 
rounding surface  of  uric  acid;  and  here  and  there  little  elevations 
of  uric  acid  could  be  seen  surmounted  with  a  shield  of  oxalate  of  lime. 
These  elevations  were  partially  undermined ;  the  uric  acid  had  been 
attacked  by  the  solvent,  and  the  protecting  shield  of  oxalate  of  lime 
was  in  process  of  being  thrown  off  by  the  gradual  melting  of  its 
support. 

The  general  surface  of  uric  acid  had  a  characteristic  water-worn 
appearance.  There  were  no  minute  mamillations  such  as  usually 
stud  the  surface  of  uric  acid  concretions;  but  the  surface  was  undu- 
lating, and  the  hollows  and  intervening  ridges  were  perfectly  smooth. 
No  trace  of  phosphatic  deposit  existed  on  any  portion  of  the  stone. 

Complete  solution  of  the  calculus  was  not  possible  in  this  case. 
A  concretion  composed  of  a  uniform  mixture  of  uric  acid  and 
oxalate  of  lime,  was  found  to  be  attacked  with  considerable 
facility,  by  a  solution  of  carbonate  of  potash,  in  the  vial ;  and 
the  present  specimen  shows  that  thin  and  incomplete  layers  of 
oxalate  of  lime  may  be  undermined  and  disintegrated  by  alka- 
lized urine ;  but  if  the  stratum  of  oxalate  be  complete,  and  en- 
tirely invest  the  stone,  it  puts  an  absolute  bar  to  further  solvent 
action.  This  was  the  case  in  the  instance  before  us.  The  par- 
tially uncovered  layer  of  oxalate  of  lime  surrounded  the  entire 
stone ;  and  as  soon  as  the  dissolution  of  the  superincumbent 
layer  of  uric  acid  had  been  completed,  no  further  diminution  of 
size  could  have  taken  place. 

The  treatment  was  not  carried  out  in  this  case  as  efficiently  as 
it  might  have  been.  The  dose  of  the  acetate  should  have  been 
nearly  double  ;  this  would  have  considerably  more  than  doubled 
its  solvent  effect.  The  alkalescence  of  urine  produced  in  a  boy 
of  twelve  by  twenty  grains  of  the  acetate  every  three  hours  is 
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but  feeble,  and  does  not  approach  the  highest  solvent  power 
capable  of  being  imparted  to  the  urine. 

My  third  case  was  a  boy  of  six,  admitted  under  my  care  into  the 
Manchester  Infirmary,  on  Jan.  27,  1862.  The  urine  was  acid,  and 
singularly  free  from  pus,  blood,  and  other  organic  elements.  He 
was  placed  under  the  influence  of  citrate  of  potash — at  first,  in  the 
dose  of  twenty  grains  in  six  ounces  of  water  every  two  hours.  This 
was  speedily  raised  to  twenty-five  grains,  and  continued  with  great 
regularity  for  two  months.  At  the  end  of  this  period  the  dose  was 
raised  to  thirty  grains,  given  two-hourly  in  six  ounces  of  water,  and 
continued  for  a  month  longer.  At  the  end  of  the  third  month  the 
stone  was  still  felt  on  sounding.  The  patient  was  then  transferred 
to  the  care  of  my  colleague,  Mr.  Southam,  who  successfully  extracted 
the  stone  by  the  lateral  operation.  It  pi-oved  to  be  a  fine  specimen 
of  mulberry  calculus,  excessively  rough  on  the  surface,  and  not  bear- 
ing the  slightest  traces  of  dissolution.  Not  a  particle  of  phosphate 
existed  on  its  surface.  When  sawn  across  a  nucleus  of  uric  acid  was 
displayed.  The  outer  crust  of  oxalate  of  lime  was  about  a  line  and 
a  quarter  thick. 

The  solvent  treatment  was  carried  out  with  undoubted  effi- 
ciency in  this  case,  for  the  space  of  three  months ;  but,  of  course, 
wholly  in  vain,  owing  to  the  impenetrable  layer  of  oxalate  of 
lime  with  which  the  stone  was  invested.  The  only  defects 
which  my  latter  experiments  enable  me  to  point  out,  were  the 
unnecessarily  large  amount  of  liquid  administered  and  the  un- 
necessarily frequent  repetition  of  the  dose.  If  the  same  dose 
had  been  given  in  half  the  quantity  of  water,  and  repeated 
every  third  hour,  an  equal  effect  on  the  urine  would  have  been 
produced. 

These  three  observations  permit  a  deduction  of  great  impor- 
tance to  be  drawn  from  them,  namely,  that  a  continuously  alka- 
line state  of  the  urine  does  not  determine  any  precipitation  of  the  earthy 
phosphate  on  the  stone,  so  long  as  the  urine  is  free  from  ammoniacal 
decomposition. 

8.  Discrimination  of  the  Cases  in  which  the  solvent  treat- 
ment is,  and  is  not,  applicable.  The  first  and  most  general 
limitation  is  : 

A.  The  solvent  treatment  is  inapplicable  to  cdl  cases  in  which  the 
urine  is  alkaline. — The  loss  of  the  acid  reaction  of  the  urine  in 
calculous  cases,  is  due,  in  the  overwhelming  majority  of  cases, 
to  ammoniacal  decomposition  from  vesical  catarrh.  This  state 
of  the  urine  determines  the  precipitation  of  a  phosphatic  crust 
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on  the  surface  of  the  stone,  and  withdraws  it  completely  from 
the  influence  of  alkaline  solvents. 

B.  When  the  urine  is  acid,  the  case  may  he  regarded  prima 
facie  as  suitable  to  the  solvent  treatment ;  but  there  are  still 
numerous  limitations  which  reduce  the  cases  really  suitable 
within  a  much  narrower  compass. 

(a.)  In  the  first  place,  all  those  cases  are  excluded  in  which  it  is 
known  or  strongly  suspected  that  the  stone  is  composed  of  oxalate  of 
lime.  This  is  sometimes  ascertained  from  the  patient  having 
previously  voided  concretions  of  oxalate  of  lime ;  sometimes  the 
character  of  the  urine  yields  indications  of  the  nature  of  the 
stone ;  if  it  deposit  on  cooling  an  abundant  sediment  of  octahe- 
dra,  or  dumb-bells,  the  strong  inference  is  that  the  stone  is  com- 
posed wholly  or  in  part  of  oxalate  of  lime. 

(b.)  "When  the  examination  of  the  urine  and  the  previous  his- 
tory of  the  patient  give  no  indication  of  the  nature  of  the  stone,  we 
are  left  in  doubt  (supposing  the  urine  to  be  acid)  whether  it  is 
composed  of  oxalate  of  lime  or  uric  acid,  or  of  alternating  layers 
of  these  two  substances.  There  are  no  data  at  hand  to  form  an 
opinion  as  to  the  probabilities  here  involved.  Different  coun- 
tries, and  even  different  districts  of  the  same  country,  show  con- 
siderable diversities  in  the  relative  proportion  of  uric  acid  and 
mulberry  calculi.  Renal  calculi  also  differ  essentially  in  regard 
to  this  point  from  vesical  calculi.  The  former  are  generally 
composed  of  a  single  substance ;  and  in  about  five-sixths  of  the 
cases  this  is  uric  acid.  The  latter,  if  they  have  sojourned  any 
considerable  time  in  the  bladder,  are  frequently  composed  of 
two  or  more  substances  arranged  in  alternate  layers  (see  p.  232). 

In  cases  of  renal  calculi  the  patient  should  evidently  have  the 
benefit  of  the  doubt.  3STo  other  treatment  than  that  by  alkaline 
solvents,  is  open  to  the  choice  of  the  practitioner ;  and  if  the 
calculi  should  be  composed  of  oxalate  of  lime,  the  alkaline  treat- 
ment will  not  aggravate,  if  it  do  not  ameliorate,  the  state  of  the 
patient. 

In  cases  of  vesical  calculi  the  question  stands  differently.  The 
solvent  treatment  comes  here  into  competition  with  the  mechani- 
cal methods  of  lithotomy  and  lithotrity,  which  long  experience 
have  stamped  with  success.  It  is  no  longer  a  question  of  the 
mere  possibility  of  removing  a  calculus  by  means  of  solvents,  but 
of  doing  it  with  less  risk  than  by  lithotomy  or  lithotrity. 
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Future  experience  can  alone  decide,  whether  it  is  hetter,  in 
cases  of  this  class  (where  the  nature  of  the  stone  is  quite  uncer- 
tain), to  consign  them  at  once  to  the  operating  table,  or  to  give  a 
preliminary  trial  to  the  solvent  treatment.  It  would  appear  from 
the  cases  reported  in  the  preceding  pages,  that  patients  who 
have  undergone  such  a  trial  may  be  afterwards  transferred  to 
the  surgeon  with  undiminished  chances  of  a  successful  opera- 
tion. Probably  the  most  advantageous  course  to  follow,  if  the 
stone  be  a  small  one,  would  be,  to  try  the  solvent  treatment  for 
a  limited  period — for  six  weeks  or  two  months — and  if  unsuc- 
cessful at  the  end  of  that  time,  to  proceed  without  further  delay 
to  operation. 

(c.)  When  the  stone  is  known  to  be  a  large  one,  the  solvent  treat- 
ment should  not  be  attempted.  The  presence  of  a  large  stone 
in  the  bladder  is  itself  a  perpetual  source  of  danger ;  and  the 
larger  the  stone,  the  greater  the  probability  that  it  contains  one 
or  more  layers  of  oxalate  of  lime,  which  will  resist  the  solvent. 
The  length  of  time  which  a  stone  above  the  weight  of  an  ounce 
would  require  for  dissolution,  also  detracts  greatly  from  the  ad- 
vantages of  the  solvent  treatment,  as  compared  with  the  swifter, 
though  less  safe,  method  of  lithotomy. 

(d.)  The  cases  of  vesical  calculi  which  are  especially  suitable  for 
the  solvent  treatment,  are  those  in  which  it  is  known  or  strongly  sus- 
pected that  the  concretion  consists  of  uric  acid,  and  has  not  yet  attained 
any  great  size.  It  not  unfrequently  comes  to  pass  that  an  indi- 
vidual who  has  previously,  at  divers  times,  spontaneously  voided 
small  uric  acid  calculi,  becomes  afterwards  the  subject  of  vesical 
calculus.  If  such  a  case  come  under  treatment  soon  after  the 
first  appearance  of  symptoms  of  stone  in  the  bladder,  it  is  one 
peculiarly  promising  for  the  solvent  treatment.  The  stone  is 
sure  to  be  small,  and  it  is  almost  certain  to  be  wholly  composed 
of  uric  acid.  A  dissolution  of  twenty  or  thirty  grains  would  re- 
duce the  stone  sufficiently  to  enable  it  to  traverse  the  urethra. 
A  more  rational,  safe,  and  certain  plan  of  treatment  is  scarcely 
conceivable  in  any  disease. 

(e.)  It  is  probable  that  the  solvent  treatment,  judiciously  car- 
ried out,  will  prove  a  useful  adjunct  to  lithotrity.  It  is,  however, 
essential  to  its  employment  that  no  vesical  catarrh,  with  ammo- 
niacal  decomposition  of  the  urine,  ensue  after  the  operation.  If 
the  urine  maintain  its  acidity  after  the  stone  is  crushed,  and  if 
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the  fragments  discharged  prove  to  be  uric  acid,  then  the  solvent 
treatment  might  be  expected  to  act  advantageously  by  obviating 
the  inconvenience  and  danger  of  repeated  sittings. 

To  sum  up  in  the  affirmative :  the  solvent  treatment  is  only 
applicable  in  those  cases  of  vesical  calculi  in  which  the  urine  is 
acid ;  the  stone  not  large  ;  its  composition  known  to  be  uric  acid  or 
strongly  suspected  to  be  such. 

9.  Rules  for  carrying  out  the  solvent  treatment. — The 
action  of  alkalized  urine  is  essentially  slow ;  quick  solution,  by 
any  manner  of  applying  it,  is  impossible.  To  make  up  for  this 
defect,  its  operation  must  be  continuous  and  incessant.  To  rest 
content  with  alkalizing  the  urine  for  a  few  hours  each  day,  is 
not  only  to  reduce  the  solvent  effect  to  an  insignificant  quantity, 
but,  sometimes  at  least,  to  nullify  it  altogether.  I  have  known 
urine  kept  continuously  alkaline  by  acetate  of  potash  for  many 
successive  days,  recover  its  acidity  and  deposit  uric  acid  within 
a  few  hours  of  the  latest  dose.  It  is  also  of  great  importance 
not  only  to  keep  the  urine  continuously  alkaline,  but  to  keep  it 
alkaline  to  a  certain  degree.  The  experiments  described  at  p.  241 
prove  that  solutions  with  an  alkalescence  below  three  grains  of 
carbonate  of  potash  to  the  pint,  have  scarcely  a  greater  effect  on 
uric  acid  calculi  than  simple  water.  A  feebly  alkalized  urine 
acts  so  slowly,  that  (in  cases  of  vesical  calculi)  the  delay  incurred 
counterbalances  the  safety  of  the  treatment  as  compared  with 
mechanical  means,  and  robs  it  of  the  preference  which  it  might 
otherwise  deserve. 

To  secure  a  continuous  alkalescence,  the  dose  should  be  re- 
peated at  intervals  of  not  less  than  three  hours,  and  it  should  be 
given  with  rigorous  regularity  during  the  waking  hours.  A 
dose  should  be  taken  the  last  thing  before  retiring  to  rest,  and 
another  in  the  course  of  the  night.  Of  course  a  patient  should 
not  be  disturbed  from  sleep  in  order  to  take  a  dose  of  medicine ; 
but  patients  with  vesical  calculi,  scarcely  ever  are  able  to  pass 
the  night,  without  awaking  spontaneously  once  or  more  to  empty 
the  bladder. 

The  best  salts  for  administration  are  the  acetate  and  citrate  of 
potash.  Of  the  former,  the  dose  for  an  adult  should  be  from 
40  to  60  grains  dissolved  in  3  or  4  ounces  of  water;  for  children, 
the  dose  should  range  from  20  to  30  grains.  The  citrate  (anhy- 
drous) has  nearly  the  same  alkalizing  power  as  the  acetate.     The 
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citrate  of  potash  of  the  shops  is  of  uncertain  strength,  and  often 
exceedingly  impure.  The  best  plan  is  to  prepare  the  solution 
directly  from  the  crystallized  bicarbonate  of  potash  and  crystal- 
lized citric  acid.  The  bicarbonate,  when  saturated  with  citric 
acid,  forms  almost  exactly  its  own  weight  of  anhydrous  citrate ; 
so  that  when  40  grains  of  bicarbonate  of  potash  are  saturated 
with  the  proper  quantity  of  citric  acid,  there  result  40  grains  of 
citrate  of  potash. 

The  following  prescription  yields  a  solution  containing  one 
drachm  of  the  citrate  in  each  fluid  ounce  : 

R.  Potass,  bicarb,  .^xii. 

Acid,  citric,  gviii,  gr.  xxiv. 
Aquje,  ad  Jxii. 

The  dose  of  such  a  solution  for  an  adult,  is  6  or  8  fluid 
drachms  mixed  with  3  or  4  ounces  of  water ;  and  for  children, 
3  to  6  fluid  drachms  diluted  in  the  same  proportion. 

In  conducting  the  treatment,  it  is  essential  that  the  freshly- 
voided  urine  should  be  frequently  examined.  If  at  any  time 
it  show  signs  of  ammoniacal  decomposition  the  treatment  should 
be  suspended.  The  advent  of  this  state  is  indicated  by  the 
offensive  ammoniacal  smell  of  the  urine  and  the  increase  of 
pus  and  flaky  matter  in  it.  As  long  as  the  urine  continues 
sweet  when  voided,  no  fear  need  be  entertained  of  the  deposi- 
tion of  the  mixed  phosphates  on  the  surface  of  the  stone. 

10.  The  objections  urged  against  the  alkaline  treatment  have 
been  chiefly  three : 

(a.)  It  has  been  alleged,  that  by  rendering  the  urine  alkaline, 
there  is  danger  of  the  precipitation  of  the  phosphates  on  the 
surface  of  the  stone.  The  facts  advanced  in  the  preceding 
pages  dispose  of  this  objection  completely.  If  there  be  ammo- 
niacal decomposition  of  the  urine,  the  phosphates  are  deposited 
whether  alkaline  medicines  be  given  or  not,  and  the  concretion 
goes  on  increasing;  but  if  the  urine  be  alkaline  solely  from 
fixed  alkali,  not  a  particle  of  phosphatic  deposit  takes  place.1 

(b.)  It  has  been  said  that  the  natural  reaction  of  the  urine  is 
acid ;  and  therefore,  that  to  render  it  alkaline  is  to  introduce  an 
unnatural  state,  which  cannot  fail  to  act  deleteriously  on  the 

1  A  want  of  knowledge  of  the  essential  difference  between  urine  alkaline  from 
fixed  alkali  and  urine  alkaline  from  carbonate  of  ammonia,  runs,  like  a  thread 
of  error,  through  the  elaborate  argument  of  Civiale,  in  his  Chapter  on  the  Dis- 
solution of  the  Stone.  See  chap,  iv,  of  his  work,  Du  Traitement  Me'dical  de  la 
Pierre. 
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general  health.  In  a  state  of  fasting  the  natural  urine  is  doubt- 
less always  acid ;  but  the  researches  of  Dr.  Bence  Jones,  fully 
confirmed  by  my  own  (see  p.  38),  show  that  the  urine  is  no]?- 
mally  alkaline  (from  fixed  alkali)  for  several  hours  daily,  after 
meals,  in  many,  if  not  all,  healthy  persons.  So  that  the  main- 
tenance of  an  alkaline  reaction  of  the  urine  by  fixed  alkali  is  by 
no  means  so  unnatural  a  state  as  some  have  supposed. 

(c.)  Alkaline  substances,  it  is  urged,  impair  digestion.  This 
objection  was  valid  against  the  ruder  methods  of  alkalizing  •the 
urine  formerly  employed.  But  the  acetates  and  citrates  have  no 
such  effect.  The  introduction  of  these  salts  (and  the  bicarbon- 
ate) in  recent  times  for  the  treatment  of  articular  rheumatism, 
has  afforded  an  immense  field  for  watching  their  effects.  Indeed 
the  solvent  treatment  here  recommended  is  identical  with  the 
prevailing  mode  of  treating  rheumatism,  except  that  the  dose  is 
administered  in  a  somewhat  more  dilute  form.  In  the  last  eight 
years  I  have  employed  the  bicarbonate,  the  acetate,  and  the 
citrate  of  potash,  both  in  private  and  public  practice,  in  doses  of 
four,  six,  and  eight  drachms  in  the  twenty-four  hours,  in  a  very 
large  number  of  cases.  The  majority  were  cases  of  articular 
rheumatism ;  the  remainder  embraced  a  variety  of  slighter  and 
more  severe  disorders — skin  diseases,  emphysema,  diabetes,  acute 
Bright's  disease,  &c.  The  urine  was  kept  continuously  alkaline 
for  periods  varying  from  a  fortnight  to  three  months,  and  in  no 
instance  were  deleterious  effects  observed.  In  one  patient  with 
pulmonary  emphysema,  the  urine  was  kept  uninterruptedly  al- 
kaline for  fourteen  weeks,  with  marked  improvement  of  the 
general  health  and  steady  increase  of  weight.  In  short,  the 
acetate  and  citrate  of  potash  have  appeared  to  me  about  as 
harmless  as  so  much  sugar. 


On  the  Solvent  Treatment  of  Uric  Acid  Calculi  by  Injections 
into  the  Bladder. 

It  has  been  conceived  that  considerable  advantages  would  be 
gained,  in  cases  of  vesical  calculi,  by  injecting  the  solvent 
directly  into  the  bladder,  in  a  continuous  stream,  by  means  of  a 
double-current  catheter.  The  advantages  chiefly  counted  on 
were :  the  use  of  stronger  solutions,  and  the  employment  of  a 
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greater  mass  of  the  solvent.  In  the  case  of  uric  acid  calculi, 
numerous  experiments  undertaken  by  myself  show  clearly  that 
these  advantages  are  illusory. 

The  mode  of  proceeding  which  I  adopted,  was  to  place  a  sec- 
tion of  uric  acid  stone  in  a  10-ounce  vial,  and  to  pass  over  it 
at  blood  heat,  a  current  of  the  solvent  as  large  as  the  capacity 
of  the  urethra  might  be  supposed  to  permit.  The  current  was 
kept  up  for  two  or  three  hours  continuously. 

From  experiments  already  recorded  at  p.  241,  the  maximum 
solvent  power  of  the  carbonated  alkalies  is  ascertained  to  lie  in 
solutions  containing  about  50  grains  to  the  pint.  A  solution  of 
carbonate  of  potash  of  this  strength  was  passed  over  a  fragment 
of  uric  acid  weighing  57  grains,  at  the  rate  of  forty-two  pints 
per  hour,  for  a  period  of  three  hours.  The  result  was  a  disso- 
lution at  the  rate  of  two  grains  per  hour.  This  result,  insig- 
nificant as  it  is,  could  probably  not  be  approached  in  the  living 
bladder  on  account  of  the  mechanical  difficulties  to  be  over- 
come. 

A  solution  of  carbonate  of  lithia,  containing  10  grains  to  the 
pint,  with  an  hourly  flow  of  30  pints,  dissolved  less  than  one 
grain  per  hour.  A  solution  of  the  same  salt  containing  20 
grains  to  the  pint,  with  an  hourly  flow  of  26  pints,  dissolved 
one  and  a  quarter  grain  per  hour. 

Solutions  of  the  following  substances  were  also  tried  in  a 
similar  manner — namely,  borax,  borax  with  liquor  sodce,  double 
borate  of  potash  and  soda,  common  phosphate  of  soda,  basic  phosphate 
of  soda,  and  potash  soap :  but  their  solvent  effects  did  not  reach 
beyond  a  loss  of  weight  of  one  or  two  grains  in  the  hour. 

Lime-water  in  a  continuous  current,  at  the  rate  of  30  pints  per 
hour,  dissolved  a  fragment  weighing  86  grains,  at  the  speed  of 
one  and  a  half  grain  per  hour. 

Seeing  the  very  small  results  thus  obtained,  I  proceeded  t« 
try  the  caustic  alkalies,  which  are  the  most  powerful  known  sol- 
vents of  uric  acid.  But  solutions,  such  as  could  be  borne  by 
the  living  bladder,  of  liquor  potassae  and  liquor  sodse  (60  and 
120  minims  to  the  pint),  did  not  dissolve  more  than  about  two 
grains  per  hour. 

The  general  conclusion  from  these  experiments1  is,  that  under 
the  most  favorable  conditions,  and  with  the  most  effective  sol- 

1  The  experiments  here  referred  to  are  more  fully  described  in  the  author's 
paper  in  the  Medico-Chirurgical  Transactions  for  1865. 
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vents  capable  of  being  borne  by  the  living  bladder,  no  greater 
dissolution  than  one  or  two  grains  per  hour  can  be  accomplished 
in  the  case  of  uric  acid  calculi.  In  actual  practice  the  condi- 
tions would  necessarily  be  much  less  favorable  than  in  an  exper- 
iment performed  in  the  laboratory.  A  little  consideration  is 
sufficient  to  show  that  these  results  hold  out  no  prospect  of  any 
useful  practical  application. 

Solvent  Treatment  of  Cystine  Calculi. — Cystine  is  soluble 
both  in  the  carbonates  of  the  fixed  alkalies  and  in  the  mineral 
acids.  It  may  therefore  be  attacked,  when  existing  as  a  calculus 
in  the  bladder,  either  by  alkalizing  the  urine  as  in  the  solvent 
treatment  of  uric  acid,  or  by  injecting  acid  solutions  into  the 
bladder. 

Two  experiments  were  performed  with  a  view  of  testing  the 
solubility  of  a  cystine  calculus  in  a  solution  of  carbonate  of 
potash  containing  40  grains  to  the  pint.  The  mean  result,  with 
a  daily  flow  of  three  and  six  pints,  showed  a  rate  of  dissolution 
equal  to  20  per  cent,  of  the  weight  of  the  stone  in  twenty-four 
hours.  Cystine  may  therefore  be  regarded  as  being  even  more 
favorable  to  the  application  of  the  alkaline  solvent  treatment 
than  uric  acid. 

Solvent  Treatment  of  Oxalate  of  Lime  Calculi. — In  the 
case  reported  at  p.  250,  alkalized  urine  flowed  over  the  surface 
of  a  mulberry  calculus  for  three  months  without  producing  the 
slightest  show  of  solution.  I  also  found  that  a  solution  of  car- 
bonate of  potash  containing  40  grains  to  the  pint,  passed  over  a 
mulberry  calculus  at  the  rate  of  six  and  eight  pints  in  the 
twenty-four  hours,  had  not  the  slightest  solvent  effect. 

Better  results,  it  was  conceived,  might  be  obtained  by  a  solu- 
tion of  dilute  nitric  acid  (which  is  the  best  solvent  of  oxalate  of 
lime),  employed  so  as  to  imitate  injections  into  the  bladder.  A 
solution  containing  120  minims  of  the  concentrated  acid  to  the 
pint,  was  passed  over  a  mulberry  calculus  weighing  53  grains, 
at  the  rate  of  24  pints  per  hour ;  and  yet  only  half  a  grain  was 
dissolved  in  an  hour.  We  may  conclude,  from  these  experi- 
ments, that  oxalate  of  lime  calculi  are  unassailable  by  solvents 
applied  in  any  known  method. 

Solvent  Treatment  of  Phosphatic  Calculi. — Phosphatic 
calculi  were  found  quite  unimpressible,  as  might  have  been  ex- 
pected, to  solutions  of  carbonate  of  potash.     Far  more  pro- 

17 
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mising  results  were  obtained  by  dilute  nitric  acid,  used  so  as  to 
imitate  injections.  A  solution  containing  60  minims  of  the 
commercial  acid  to  the  pint,  was  passed  at  blood-heat  over  a 
phosphatic  stone  weighing  153  grains,  at  the  rate  of  36  pints 
per  hour.  The  loss  of  weight  which  followed  amounted  to  21 
grains  per  hour.  A  modification  of  this  proceeding  was  suc- 
cessfully employed,  as  is  well  known,  by  Sir  B.  Brodie,  in  actual 
practice.  My  colleague,  Mr.  Southam,  has  recently  tried  the 
same  method,  and  with  the  best  results.  The  stone  had  been 
repeatedly  crushed  with  the  lithotrite;  but  fresh  phosphatic 
concretions  formed  in  the  bladder  as  fast  as  the  old  ones  were 
broken  up ;  and  it  was  found  impossible  to  completely  clear  the 
bladder.  In  this  difficulty  an  injection,  containing  two  drachms 
of  dilute  nitric  acid  to  a  pint  of  water,  was  practised  every  day, 
or  every  second  day.  In  the  course  of  a  short  time  the  old 
fragments  were  completely  dissolved,  and  the  formation  of  new 
ones  prevented.  This  method  is  evidently  capable  of  wider  ap- 
plication than  is  now  made  of  it  by  surgeons. 


* 
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The  disorder  named  by  Prout  chylous  urine,  is,  properly 
speaking,  a  disease  of  tropical  climates.  It  prevails  endemically 
in  the  Mauritius,  Isle  of  Bourbon,  "West  Indies,  the  Brazils,  and 
India.  The  cases  met  with  among  Europeans  are  almost  con- 
fined to  sailors,  merchants,  colonists,  and  others  who  have 
passed  a  portion  of  their  lives  in  one  of  the  above-named  coun- 
tries. The  following  account  of  the  complaint  is  drawn  up 
from  an  analysis  of  twenty-six  cases,  the  sources  of  most  of 
which  are  indicated  at  the  head  of  the  chapter. 

In  this  disorder  the  urine  is  usually  white  and  opaque,  like 
milk ;  sometimes  it  has  a  faint  rose  tint,  from  a  slight  admixture 
of  blood ;  and  sometimes  it  is  mixed  with  blood  in  clots. 

On  standing  awhile,  it  sets  spontaneously  into  a  trembling 
coagulum,  which  after  a  time  redissolves,  and  breaks  up  into 
flaky   clots.      Not   unfrequently  this   coagulation  takes  place 
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within  the  bladder,  and  occasions  serious  pain  and  difficulty  in 
micturition.  The  milky  appearance  of  chylous  urine  is  due  to 
the  presence  of  a  finely-divided  fatty  or  oily  matter.  This  is 
thrown  up  as  a  creamy  layer  after  the  urine  has  stood  some 
hours.  When  chylous  urine  is  agitated  with  ether,  the  fat  is 
dissolved,  and  the  secretion  assumes  the  transparency  and  color 
of  healthy  urine.  The  ethereal  extract  yields,  on  evaporation, 
a  quantity  of  yellowish  solid  or  oily  uncrystallizable  fat,  resem- 
bling that  which  is  found  in  the  blood.  Chylous  urine  is  inva- 
riably coagulated  by  heat  and  nitric  acid.1  These  united  reac- 
tions indicate  the  presence  of  fibrine,  fat,  and  albumen.  Caseine, 
though  specially  looked  for  by  Eayer,  Guibourt,  Pearse,  and 
others,  has  never  been  authentically  found  in  chylous  urine; 
nor  has  sugar  ever  been  found  therein.  The  ordinary  ingre- 
dients of  healthy  urine  are  present  in  their  usual  proportion, 
unless  there  be  some  superadded  disease.  The  specific  gravity 
is  generally  below  the  average.  When  examined  microscopic- 
ally, chylous  urine  is  found  to  contain  a  variable  number  of  gran- 
ular nucleated  corpuscles,  like  those  of  mucus  or  chyle ;  and  gene- 
rally, but  not  always,  red  blood  disks.  The  fatty  matter  almost 
invariably  occurs  in  the  form  of  excessively  minute  granules 
(resembling  the  molecular  base  of  the  chyle),  which  are  not  re- 
solvable into  visible  globules  under  the  highest  powers  of  the 
microscope.  Occasionally,  however,  visible  fat  globules  are 
found,  as  in  the  case  recorded  by  Dr.  Waters.  Casts  of  the 
uriniferous  tubes  have  never  been  found,  though  specially 
searched  for  by  Bence  Jones,  Waters,  Isaacs,  Begbie,  and  others. 
Sometimes  the  urine  is  not  chylous,  but  lymphous:  that  is,  it 
contains  albumen,  and  coagulates  spontaneously,  but  the  fat 
is  absent,  together  with  the  opaque  milky  appearance  which 

1  Bramwell's  case  (Edin.  Med.  Journ.  1858,  p.  714)  is  excluded  from  consider- 
ation. It  differs  so  greatly  from  all  the  other  recorded  cases,  that  it  must  be  re- 
garded as  belonging  to  a  different  series,  or  as  a  case  of  imposition.  In  this 
case  the  urine  did  not  coagulate  spontaneously  :  it  did  not  precipitate  with  heat 
and  nitric  acid :  the  fatty  matter  separated  almost  completely  on  simple  standing : 
it  contained  visible  fat  globules  ^^q  of  an  inch  in  diameter,  and  the  fat  extracted 
by  ether  crystallized  like  margaric  acid  ;  the  patient  had  never  been  out  of  Scot- 
land. In  the  want  of  coagulation  with  heat  and  nitric  acid  this  case  stands 
quite  alone ;  in  the  other  circumstances,  if  not  altogether  alone,  it  stands  in  a 
highly  exceptional  position.  Dr.  Barry's  case  (Beale's  Archives,  1861,  p.  46)  is 
also  rejected  on  account  of  the  doubtful  way  in  which  it  is  reported.  In  the 
second  ed.  of  Dr.  Beale's  work  on  urine  and  urinary  deposits  (1864),  Barry's 
case  is  not  alluded  to. 
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depends  thereon.  The  coagulum  in  lymphous  urine  resembles 
calf  s-foot  or  currant  jelly.1 

In  this  curious  disorder,  the  urine  resembles  in  every  parti- 
cular a  mixture  of  ordinary  urine  with  variable  quantities  of 
chyle  or  lymph :  and  a  strong  probability  exists,  as  will  be 
presently  seen,  that  chylous  and  lymphous  urines  are,  in  fact, 
such  mixtures. 

The  unnatural  ingredients — albumen,  fat,  and  fibrine — vary 
considerably  in  their  relative  proportions.  The  following  table 
presents  an  abstract  of  nine  analyses  of  chylous  urine  by  differ- 
ent authors : 
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The  course  of  the  disorder  is  marked  by  an  irregularity  and 
capriciousness  which  baffles  explanation.     The  invasion  is  some- 

1  Mr.  Stocks,  of  Salford,  sent  to  me,  Nov.  18,  1864,  a  man  named  Williams, 
aged  twenty-seven,  who  had  never  resided  out  of  England.  In  1862  this  man 
was  the  subject  of  lymphous  urine  for  about  a  month.  He  was  at  that  time 
suffering  from  an  extensively  distributed,  and  severe,  cutaneous  disease  of  an 
eczematous  character.  Mr.  Stocks  gives  the  following  description  of  the  urinary 
symptoms.  "There  was  great  pain  over  the  kidneys,  in  the  perineum,  and 
about  the  anus — defecation  aggravating  the  latter  much.  No  tenderness  existed 
in  the  prostate.  There  was  stillicidium  urinaj,  and  frequent,  painful,  straining, 
micturition — half  an  ounce  of  urine  passing  at  once.  Masses  resembling  pieces 
of  tripe,  about  the  thickness  of  a  lead  pencil,  were  pulled  out  of  the  urethra  two 
or  three  times  a  day  for  about  a  week.  The  urine  itself  was  clear,  highly  al- 
buminous, and,  when  allowed  to  stand,  coagulated  spontaneously  into  yellow 
transparent  masses,  floating  in  the  fluid  part  of  the  urine,  exactly  like  half- 
melted  calf 's-foot  jelly.  These  masses  again  became  fluid  in  about  twenty-four 
hours,  leaving  cobwebby  fibres  floating  in  the  urine."  When  this  man  was  seen 
by  me  he  had  lost  the  cutaneous  eruption,  and  was  able  to  follow  his  employment 
of  warehouseman.  Micturition  was  still  unduly  frequent;  but  the  urine  was 
free  from  fibrine  and  albumen.  The  only  unnatural  objects  found  after  a  care- 
ful microscopical  examination  were  a  few  blood  and  pus  corpuscles.  Was  this 
case  an  example  of  eczema  invading  the  mucous  membrane  of  the  bladder  ? 
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times  gradual;  but  more  commonly  it  breaks  out  suddenly 
without  previous  warning  or  known  cause.  In  other  cases  it 
comes  on  apparently  after  a  fall,  or  in  consequence  of  hard 
mental  or  bodily  work.  Its  further  progress  is  essentially  inter- 
mittent ;  but  it  rarely  happens  that  the  intermissions  follow  any 
regular  rule.  An  attack  may  last  a  few  days,  a  few  months,  or 
many  years.  The  intervals  between  the  attacks  vary  similarly ; 
the  disorder  may  go  on  intermittingly  for  two,  three,  or  more 
years,  then  cease  for  ten  or  more  years,  and  be  again  renewed. 
The  suspensions  and  renewals  are  generally  quite  abrupt,  some- 
times more  gradual.  During  the  remissions  the  urine  returns 
to  a  perfectly  normal  state.  Sometimes  the  attacks  observe  a 
certain  periodicity.  In  one  case  it  is  related  that  the  urine 
always  became  chylous  for  eight  days  previous  to  menstruation ; 
in  another,  the  recurrence  almost  always  preceded  or  accompa- 
nied attacks  of  epilepsy  or  erysipelas.  In  Mr.  Pearse's  case  the 
urine  became  chylous  when  the  patient  was  suckling  her  child- 
ren, and  ceased  to  be  so  shortly  after  weaning  them.  It  has  been 
observed  in  several  instances  that  an  intercurrent  disorder,  such 
as  a  fit  of  the  gout,  hepatitis,  carbuncle,  inflammation  of  the 
lungs,  severe  ptyalism,  has  temporarily  suspended  the  chylous 
condition  of  the  urine.  In  other  instances  it  dates  its  origin  or 
renewal  from  some  such  attack. 

There  are  also  diurnal  irregularities  in  regard  to  meals, 
exercise,  and  rest,  which  are  inexplicably  contradictory.  As  a 
rule,  rest  and  fasting  diminish  or  suspend  the  milkiness  of  the 
urine.  In  some  cases  the  urine  is  chylous  throughout  the 
twenty-four  hours,  as  in  Dr.  "Waters's  case :  in  others  it  is  natu- 
ral or  lymphous  on  rising  in  the  morning,  and  chylous  during 
the  remainder  of  the  day,  especially  after  dinner:  in  Mr.  Cubitt's 
case  (cited  by  Beale)  the  urine  was  never  chylous  during  the 
day,  but  only  on  rising  in  the  morning.  In  Ackermann's  case 
the  urine  became  perfectly  natural  when  the  patient  lay  on  his 
right  side,  and  immediately  resumed  its  chylous  character  when 
he  stood  up.  Dr.  Bence  Jones  found,  in  a  case  observed  by 
him,  that  meals  and  exercise  had  a  marked  influence  on  the 
state  of  the  urine.  Shortly  after  a  meal  the  urine  became  chy- 
lous :  if  the  patient  fasted  and  took  exercise,  the  urine  was  lym- 
phous :  if  he  fasted  and  remained  perfectly  tranquil,  it  became 
natural.     In  Mr.  Dutt's  case  the  urine  voided  during  the  day 
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was  clear  and  free  from  chyle,  while  that  voided  during  the  night 
and  in  the  morning  was  deeply  loaded  with  it. 

Illustrative  Cases. — The  following  abstracts  of  cases  will 
convey  an  idea  of  the  character  of  the  urine  and  the  capricious 
course  of  the  disorder : 

Case  I. — A  married  woman,  aged  thirty,  had  been  passing  chylous 
urine  about  a  year.  Three  specimens  of  her  urine  were  submitted 
to  Dr.  Prout  for  examination,  namely,  one  voided  in  the  morning; 
another  a  little  after  breakfast;  and  a  third  in  the  evening. 

The  first  specimen,  voided  in  the  morning,  consisted  of  a  solid 
jelly-like  mass  or  coagulum  of  a  pale  amber  color.  This  coagulum 
was  of  an  extremely  delicate  texture,  and,  on  being  submitted  to  a 
gentle  pressure,  or  even  allowed  to  drain,  parted  with  a  large  pro- 
portion of  a  serous  fluid  of  the  color  above  mentioned,  and  at  the 
same  time  became  exceedingly  reduced  in  bulk,  and  assumed  the 
appearance  of  a  red  fleshy-looking  mass  of  a  fibrous  texture,  which 
on  examination  was  found  to  have  all  the  properties  of  the  fibrine 
of  the  blood,  mixed  with  a  few  red  particles  of  the  same  fluid.  The 
specific  gravity  of  the  serous  portion  was  1019.  Its  smell  was 
very  faintly  urinous ;  reaction  neutral ;  it  contained  a  large  quantity 
of  albumen. 

The  second  specimen,  voided  after  breakfast,  resembled  the  first 
in  its  general  character,  but  differed  from  it  in  some  minor  particu- 
lars. Thus,  the  serum  was  more  of  a  whey  color;  the  fibrous  coagu- 
lum was  less,  but  more  compact  and  firm,  and  held  entangled  in  its 
texture  a  large  proportion  of  the  red  particles  of  the  blood.  The 
specific  gravity  of  the  serum  was  only  1012,  and  it  contained  a  con- 
siderable proportion  of  albumen. 

The  third  specimen,  voided  in  the  evening,  after  an  early  dinner 
taken  about  noon,  so  closely  resembled  chyle  in  all  respects,  that  Dr. 
P.  was  doubtful,  if  it  had  been  brought  to  him  as  a  specimen  of  that 
fluid,  whether  he  should  have  discoved  the  imposition.  It  consisted 
of  a  solid  coagulum  of  a  white  color,  and  assuming  the  shape  of  the 
vessel,  like  blanc-mange.  On  being  submitted  to  a  gentle  pressure 
and  permitted  to  drain,  the  residual  solid  portion  was,  like  that  of 
the  others,  small  in  quantity,  but  whiter  than  the  coagula  of  the 
other  specimens.  It  was,  however,  intermixed  with  strings  of  a 
firmer  consistence  and  of  a  red  color.  The  serous  portion  was  white 
and  opaque  like  milk,  and  on  being  heated  and  allowed  to  stand  at 
rest  for  some  time,  threw  up  a  substance  on  its  surface  resembling 
cream,  and  which,  like  cream,  contained  a  considerable  proportion 
of  oily  principle.  Its  specific  gravity  was  1017,  and  its  smell  was 
not  urinous  until  it  bad  been  concentrated  by  evaporation ;  it  was  not 
coagulable  by  heat,  though  it  contained  abundance  of  albumen. 

Dr.  Prout  had  an  opportunity  of  examining  this  woman's  urine 
after  fasting  twenty-four  hours.  The  coagulum  was  now  much 
smaller  in  bulk,  and  seemed  to  contain  more  red  particles.  The 
serous  portion  was  nearly  transparent,  and  possessed  in  a  consider- 
able degree  the  color  and  other  sensible  properties  of  urine.  It  con- 
tained albumen  and  abundance  of  urea. 
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This  woman  died  emaciated,  after  suffering  from  the  disease 
twenty  years.  (Prout  on  Stomach  and  .Renal  Diseases,  5th  ed., 
p.  117.) 

Case  II. — The  patient  was  a  sailor,  a  native  of  Bermuda,  treated 
by  Dr.  "Waters  in  the  Liverpool  Northern  Hospital.  The  characters 
of  the  urine  are  thus  described.  When  first  passed,  it  is  white,  with 
rather  a  pink  tinge.  It  resembles  new  milk  in  appearance  and 
somewhat  in  smell.  It  is  perfectly  free  from  urinous  odor.  After 
it  has  been  passed  for  a  short  time  it  coagulates  into  a  tremulous 
mass  exactly  resembling  blanc-mange.  The  coagulum  sooner  or 
later  disappears,  entirely  or  in  part,  leaving  the  urine  altogether 
fluid  or  partly  clotted.  After  the  urine  has  been  standing  some 
hours,  a  distinct  deposit  of  florid  blood  is  found  at  the  bottom  of  the 
vessel,  and  the  mass  of  fluid  above  assumes  a  perfectly  white  color, 
showing  that  the  pink  appearance  of  the  urine  when  first  passed 
was  due  to  the  admixture  of  blood.  There  is  in  addition  to  the 
blood  deposit,  a  deposit  of  a  somewhat  slimy  character,  having  all 
the  appearance  of  a  mixture  of  pus  and  mucus.  After  standing 
some  hours,  a  distinct  thin  layer  of  white  fluid,  exactly  resembling 
cream,  generally  forms  on  the  surface  of  the  urine,  the  layer  being 
thicker  in  some  specimens  than  in  others.  The  urine  remains  free 
from  odor  for  some  time,  but  at  the  end  of  three  or  four  days  it  has 
a  slightly  urinous  smell. 

When  first  passed  the  urine  is  slightly  acid  or  neutral,  and  soon 
becomes  alkaline.  Heat  causes  a  precipitate  of  very  fine  particles. 
Nitric  acid  also  produces  a  slight  precipitate,  but  heat  and  nitric 
acid  together  cause  a  copious  deposit.  When  boiled  with  liquor 
potassse  and  sulphate  of  copper,  there  is  no  reduction  of  the  copper 
to  the  state  of  suboxide.  If  the  urine  be  agitated  in  a  test-tube 
with  an  equal  part  of  sulphuric  ether  and  left  to  stand,  a  thin  layer 
of  fatty  (?)  matter  is  deposited  on  the  surface  of  the  urine  and  below 
the  ether.  The  urine  then  becomes  quite  clear,  and  if  removed  by 
means  of  a  syphon  and  boiled  with  nitric  acid  a  copious  deposit 
takes  place. 

"When  examined  under  the  microscope  the  urine  is  found  to  contain 
blood,  pus,  and  mucus  corpuscles,  with  a  large  number  of  small  fat 
globules.  Many  of  these  last  are  very  minute,  whilst  others  are 
larger.  No  casts  of  the  uriniferous  tubes,  nor  any  other  abnormal 
matters  than  those  already  mentioned,  were  found  in  the  deposit. 
The  thin  layer  of  cream-like  fluid  before  alluded  to  consists  entirely 
of  oil  globules.     (Dr.  Waters,  Med.  Chir.  Trans.,  vol.  xiv,  p.  211.) 

Contrasting  with  this  description  in  the  occasional  absence  of 
spontaneous  coagulation  and  of  visible  fat  globules,  is  the  follow- 
ing account  by  Dr.  Beale : 

Case  III. — The  specimen  of  urine  was  passed  in  the  morning.  It 
was  perfectly  fluid,  without  any  tendency  to  spontaneous  coagula- 
tion, and  had  all  the  appearance  of  fresh  milk.     It  had  neither  a 
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urinous  smell  nor  taste.     Upon  the  addition  of  an  equal  volume  of 
ether,  it  became  perfectly  clear. 

Under  the  microscope  the  slight  deposit  which  formed  after  stand- 
ing some  time,  was  found  to  consist  of  a  small  quantity  of  vesical 
epithelium,  and  some  small  slightly  granular  circular  cells  resembling 
chyle  or  lymph  corpuscles.  No  oil  globules  could  be  detected  on  the 
surface  of  the  urine  or  amongst  the  deposit,  and  the  fatty  matter, 
which  was  equally  diffused  throughout,  was  in  a  molecular  or  gran- 
ular form.  By  examining  the  urine  with  the  highest  powers,  only 
very  minute  granules  could  be  detected.  These  exhibited  molecular 
movements.  In  this  case  the  urine  was  not,  however,  always  un- 
coagulable ;  occasionally  it  coagulated  even  within  the  bladder.  This 
case  is  exceptional  in  the  circumstance  that  the  urine  was  never 
chylous,  except  on  rising  in  the  morning.  During  the  rest  of  the 
day  it  was  always  perfectly  natural.  The  patient  was  a  native  of 
Norfolk,  and  does  not  appear  ever  to  have  been  out  of  England. 
(Beale,  Urine  and  Urinary  Deposits,  2d  ed.,  p.  272.) 

Case  TV. — A  clergyman,  aged  forty,  born  in  Bermuda,  consulted 
Dr.  Bence  Jones  in  1852.  Ten  years  before,  the  urine  became  milky, 
and  continued  so  for  eight  weeks;  it  then  returned  to  its  natural 
state  without  treatment.  Five  years  after,  the  complaint  returned. 
The  patient  passed  clots  and  semi-solid  masses  with  some  difficulty. 
This  second  attack  lasted  two  or  three  months,  and  then  the  urine 
became  perfectly  natural,  and  continued  so  for  the  succeeding  four 
years.  At  the  end  of  this  period  the  disease  returned,  and  had  con- 
tinued ever  since,  with  the  exception  of  an  interval  of  three  weeks. 
When  the  patient  came  under  the  care  of  Dr.  B.  Jones  in  1852,  the 
urine  was  milky,  but  it  cleared  with  ether;  it  contained  much  albu- 
men and  some  blood  corpuscles,  but  no  casts  of  tubes;  its  reaction 
was  acid,  specific  gravity  1025.  The  patient  stated  that  bodily  or 
mental  exertion  (such  as  preaching  on  Sunday)  produced  the  most 
intense  milkiness  of  the  urine.  Usually  the  urine  was  milky  on 
going  to  bed;  it  was  clear  in  the  morning  until  an  hour  after  break- 
fast; the  whiteness  then  increased  according  to  the  degree  of  exer- 
cise taken.  He  dined  at  one,  and  then,  with  rest,  the  urine  became 
clear,  and  continued  so  until  he  took  his  afternoon  walk,  when  the 
whiteness  returned.  He  had  tried  all  sorts  of  tonics,  buchu  and  iron, 
and  had  taken  gallic  acid  on  this  and  the  previous  occasions  without 
advantage.     (Bence  Jones,  Med.  Chir.  Trans.,  vol.  xxxvi,  p.  91.) 

Case  V. — A  lady,  aged  sixty-four,  born  in  India,  where  she  had 
resided  for  some  years,  came  under  the  care  of  Dr.  Elliotson.  The 
urine  became  for  the  first  time  milky  nine  years  after  her  return  to 
England.  It  continued  milky,  in  spite  of  various  remedies,  for  about 
a  year,  when  it  suddenly  resumed  its  natural  appearance  on  the  third 
morning  after  she  had  commenced  to  take  a  daily  bath  in  the  sea. 
The  urine  then  remained  clear  for  thirteen  years  (eighteen  months 
of  which  were  passed  in  India).  At  the  end  of  this  period  she  had 
a  severe  inflammation  of  the  lungs,  for  which  she  was  bled  and  took 
calomel.  In  a  month  after  this  attack  the  urine  again  became  chy- 
lous, and  continued  so  for  two  years.     At  this  time  she  suffered  from 
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a  severe  mental  shock,  and  for  the  space  of  one  month  the  milkiness 
of  the  urine  was  suspended;  it  then  returned  with  as  much  intensity 
as  ever.  From  this  date  the  urine  continued  milky  without  one 
day's  intermission  for  eleven  years.  The  milkiness  was  then  once 
more  suspended  for  six  weeks  in  consequence  of  a  carbuncle;  then  it 
went  on  again  for  two  years,  when  she  had  a  second  attack  of  in- 
flammation of  the  lungs,  which  laid  her  up  for  sixmonths.  Duringthis 
illness  the  chylous  state  of  the  urine  was  again  suspended;  but  has 
since  returned,  and  still  continues  (1857).  The  patient  is  a  very 
stout  person,  and  very  nervous.  All  remedies  have  been  unavailing. 
The  disease  has  continued,  with  intermissions,  for  eight-and-twenty 
years.     (Elliot-son,  Med.  Times  and  G-az.,  1857,  ii,  287.) 

Case  VI. — An  English  gentleman,  aged  forty,  a  teacher  of  lan- 
guages, settled  in  Eostock  (Germany),  came  under  the  notice  of  Dr. 
Ackermann.  In  his  youth,  this  gentleman  had  travelled  for  two 
years  in  the  Brazils  and  Buenos  Ayres.  While  in  South  America  he 
suffered  from  a  slight  hydrocele,1  which  disappeared  on  his  return  to' 
Europe. 

He  had  been  settled  in  Eostock  for  eleven  years,  and  was  strong 
and  very  healthy.  Midsummer,  1858,  he  took  the  measles,  which 
left  behind  a  slight  bronchial  catarrh.  This  catarrh  lingered  on  till 
February,  1859,  when  one  day  he  observed  his  urine  to  be  milky.  A 
few  hours  before  this  occurrence  he  felt  out  of  sorts  and  shivered, 
but  next  morning  he  was  well  again.  The  urine,  however,  continued 
milky,  and  five  weeks  after,  leeches  were  applied  to  the  left  loin  on 
account  of  a  tenderness  which  existed  in  that  region.  During  their 
application  the  patient  lay  on  his  right  side  for  two  hours,  and  im- 
mediately on  rising  he  made  water,  which,  much  to  his  own  and  his 
physician's  astonishment,  was  perfectly  normal,  clear  and  of  a  deep 
yellow  color.  Nevertheless,  at  the  next  micturition,  the  urine  was 
found  milky  again.  A  few  days  after,  the  patient  repeated  the  ex- 
periment; he  emptied  the  bladder  and  lay  for  an  hour  on  his  right 
side,  and  again  the  urine  appeared  clear,  and  contained  only  traces  of 
albumen.  Similar  results  were  obtained  many  times  after  the  same 
experiment.  If  perfect  rest  on  the  right  side  was  broken  even  for  a 
few  minutes,  the  urine  was  distinctly  chylous  at  the  end  of  the  ex- 
periment. A  counter-experiment,  in  which  the  patient  lay  on  his 
left  (instead  of  right)  side,  showed  still  more  distinctly  the  effect  of 
the  posture  on  the  right  side.  On  the  6th  of  May  the  patient  lay 
for  an  hour  on  his  left  side;  but  the  urine  which  he  made  on  rising 
was  strongly  chylous  and  contained  blood.  At  a  later  period  this 
influence  of  lying  on  one  or  the  other  side  became  less  marked  and 
constant.  But  throughout  the  complaint,  rest  in  the  horizontal  posi- 
tion had  invariably  the  effect  of  diminishing  the  chylous  condition  of 
the  urine.  The  morning  urine,  after  the  rest  of  sleep,  was  always 
the  least  milky ;  and  that  of  the  evening,  after  the  fatigues  of  the 
day,  the  most  so.  The  general  health  was  only  slightly  affected. 
He  was  a  little  less  capable  of  exertion,  more  easily  fatigued,  very 

i  Query — Was  not  this  supposed  hydrocele  an  affection  of  the  scrotal  lymphat- 
ics, as  in  Carter's  cases,  to  be  presently  described? 
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sensitive  to  cold,  and  somewhat  depressed  in  mind ;  there  was  also 
a  dull  pain  in  the  left  lumbar  region.  The  exhaustion  appeared  to 
increase  as  the  disease  continued,  but  he  was  not  compelled  to  sus- 
pend his  somewhat  arduous  occupation  for  more  than  a  day  or  two. 
He  noted  that  a  hemorrhoidal  flux  with  which  he  had  been  pre- 
viously frequently  affected,  ceased  entirely  from  the  moment  the 
urine  became  milky.  In  July  and  August  the  patient  spent  a  month 
at  the  sea-baths  of  Warnemiinde,  where  he  led  a  very  quiet  life,  but 
did  not  bathe.  Here  the  urine  suddenly  became  clear  and  normal, 
and  continued  so  for  a  fortnight;  but  before  he  left,  it  became  as 
suddenly,  intensely  milky  again.  At  a  still  later  period  more  fre- 
quent variations  in  the  chylous  and  non-chylous  condition  of  the 
urine  were  observed  than  in  the  beginning;  but  no  intermission  as 
long  as  that  noted  at  Warnemiinde  occurred  again.  It  often  hap- 
pened that  amid  a  long  series  of  chylous  emissions  a  normal  one 
would  be  suddenly  interposed,  and  it  was  not  always  possible  to  find 
any  cause  for  this  sudden  change  in  the  circumstances  of  the  patient. 

It  was  observed  that  the  skin  was  markedly  less  disposed  to  sweat- 
ing than  previously,  and  sometimes  there  was  a  disagreeable  dryness 
of  the  cutaneous  surface.  The  urine  was  notably  increased  in  quan- 
tity, especially  in  the  earlier  periods,  when  it  exceeded  five  pints  in 
the  twenty-four  hours. 

The  examination  of  the  urine  yielded  the  following  results :  It 
was  opaque,  almost  milk-white,  with  a  tinge  of  red,  reaction  acid, 
with  a  stale  sweetish  odor.  It  coagulated  spontaneously,  sometimes 
after  standing  a  few  minutes,  sometimes  after  several  hours.  It 
never  gelatinized  within  the  urinary  passages.  It  also  coagulated 
with  heat  and  with  nitric  acid.  When  it  was  allowed  to  rest  for 
eighteen  hours  in  a  glass,  a  thin,  perfectly  white  layer  gathered  on 
the  top,  and  a  reddish  deposit  sank  to  the  bottom.  In  the  former  a 
vast  quantity  of  fat-molecules  were  found ;  in  the  latter,  blood  cor- 
puscles and  small  dark  red  clumps  of  blood.  Ether  cleared  the  urine 
almost  completely,  and  the  extracted  fat  was  solid  at  ordinary  tem- 
peratures. When  the  urine  was  boiled,  it  passed  through  a  filter 
perfectly  clear,  and  possessing  all  the  qualities  of  healthy  urine — the 
fatty  matter  having  been  entirely  retained  on  the  filter  by  the  coagu- 
lated albumen. 

The  table  on  the  following  page  exhibits  the  proportion  of  fat  and 
albumen  at  different  times  of  the  day. 

Various  remedies — among  them  gallic  acid — were  tried  in  this  case 
with  little  or  no  evidence  of  success.  In  the  beginning  of  Decem- 
ber, 1859,  he  left  off  all  medicines,  finding  them  of  no  effect  on  his 
urine,  and  feeling  his  general  health  satisfactory.  Toward  the  end  of 
January,  1860,  he  found  himself  one  evening,  after  a  very  heavy  day, 
greatly  exhausted,  and  chilly,  and  therefore  went  earlier  than  usual 
to  bed.  The  urine  on  this  evening  was  strongly  chylous.  Next 
morning,  on  the  contrary,  the  urine  was  perfectly  normal;  the  suc- 
ceeding emissions  were  similarly  healthy,  and  from  that  day  forth 
the  disorder  did  not  return.  For  three  years  he  has  continued  to 
pass  perfectly  natural  urine.  A  few  days  after  this  favorable  termi- 
nation the  hemorrhoidal  flux  returned,  and  has  continued  since  with 
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its  former  frequency.1 
and  24.) 


(Ackermann,  Deutsche  Klinik,  1863.    Nos.  2c 


PR   g 
H    H 

©  Ph 
P 


!23 

^§ 
O  tf 

Ph  "*« 

PI 

W 
H 


CD 

P4 

a 

OQ 

CD 

1 

CD 

a 

3 

CD 

a 

a 

-3 

G    a> 

efl 

F* 

•a 

§ 

■a-a 

cm 

o 

3 

Cw 
O 

CO 

o 
j23 

O 

.s 

c£ 

<: 

CD 

J3, 

CO 

"8 

o 

n 

CD 

a 

O 

to 

CD 

a 
o 

•73 
U 

HiS 

2  a 

co 

lO 

CO 

co 

o 

<N 

t- 

a  » 

o 

•* 

CM 

CD 

<M 

CO 

T* 

a  ° 

>T5 

"*. 

OS 

■* 

0^ 

CD 

JS    he 

o 

O 

o 

o 

O 

o 

o 

O 

<J  p. 

J 

a 

CM 

^ 

t- 

CD 

OJ 

-* 

o 

ctj  u 

00 

CO 

■c# 

CM 

o 

<N 

»™j 

o 

o 

o 

C3 

O 

o 

o 

O 

CD 

,^-s 

,~^ 

3 

5  * 

£      . 

• 

"M 

O    CD 

o 

"o 
O 

£ 

S  ."S 

. 

CD 

<D    <a 

,s  .a 

d 

. 

o 

3  s 

3"" 

. 

h 

•— *— < 

^-v— ' 

<g£ 

-* 

in 

M 

tH 

00 

o 

^ 

,_, 

2  * 

c^ 

CM 

CM 

1— < 

CN» 

o 

O 

O 

o 

o 

o 

o 

o 

r-l 

i-H 

i-H 

cocS 

a 
.2 

a 

o 

CD 

a 

CD 

a 

CD 

a 

■3 

fcb 

a  g 

cj 

C3 

03 

-  a 

a 

"-5 

.2   3 

CD 

CD 

CD 

a  CD 

o 

si 

CD 

'3 

-tf    o 
+=     <D 

A 

^ 

A 

•_£    CD 
J5    S-c 

CD 

a 

0) 

CD 

a 

o 
.a 

o 

O 

o 

»,  a 

CD 

53 

a 

CD 

U   +1 

o  o 

3 

o 

CO 

a 

a 

O  cm 

a 

CM 

.a 

fl 

^a 

^■a 

<1 

CM 

co 

co 

co 

co  ^a 

.   a 

S 

S 

a 

a 

a 

B 

a 

s 

§1 

H  2 

«i 

■4 

«4 

o 

Pn 

Ph 

pi 

<t 

*- 

H 
r-l 

3 

a 

uT5 

CD 

o 

r-l 

t- 

a 

o 

CO 

00 

OS 

O 

r-l 

CO 

m 

T— 1 

r-l 

1-1 

CM 

<M 

d 

O) 

d 

"S 

R 

o 

The  general  health  of  persons  affected  with  chylous  urine 
suffers  in  varying  degrees.  Some  persons  preserve  their  embon- 
point undiminished ;  but  the  larger  number  are  markedly  ema- 

i  This  case  came  under  the  notice  of  Dr.  Thudichum,  in  1864.  The  patient 
had  returned  to  England,  and  the  chylous  state  of  the  urine  had  reappeared,  in 
consequence,  as  the  patient  believed,  of  higher  living.  (Brit.  Med.  Journ.  1864, 
p.  611.) 
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ciated.  The  patients  generally  complain  of  lassitude,  incapacity 
for  exertion,  pains  in  the  loins  and  the  epigastrium.  The  un- 
natural drain  of  the  nutritive  material  explains  most  of  these 
symptoms.  Sometimes  there  is  an  excessive  appetite  :  more 
commonly  the  appetite  is  natural  or  indifferent.  The  long  series 
of  years  during  which  persons  may  void  chylous  urine,  without 
serious  impairment  of  their  health,  shows  the  comparative  inno- 
cuousness  of  the  complaint.  In  Quevenne's  case  (cited  by  Payer) 
the  patient,  a  native  of  the  Isle  of  Bourbon,  commenced  to  pass 
chylous  urine  at  the  age  of  25.  From  this  period  to  the  age  of 
73  she  constantly  passed  chylous  urine.  At  73  the  urine  be- 
came natural,  and  the  patient  thought  herself  cured ;  but  after 
about  14  months,  the  urine  became  again  as  chylous  as  ever, 
and  continued  so  until  she  reached  the  age  of  78,  beyond  which 
the  report  does  not  go.  In  Dr.  Elliotson's  case  the  disease 
lasted,  off  and  on,  for  28  years,  without  seriously  affecting  the 
health.  When  death  has  occurred  in  cases  of  chylous  urine,  it 
has  been  occasioned  by  some  independent  malady.  In  Dr. 
Priestley's  case  the  kidneys  presented  the  fatty  form  of  Bright' s 
disease,  and  the  lungs  were  tuberculous.  At  his  Gulstonian 
lectures,  in  1831,  Dr.  Prout  exhibited  the  kidneys  of  a  girl  of 
15  who  had  been  passing  chylous  urine.  She  was  said  to  have 
died  of  inflammation  of  the  bowels  :  the  kidneys  were  perfectly 
healthy.  Dr.  Isaacs  had  an  opportunity  of  examining  the  body 
of  a  sailor,  who  during  life  had  been  in  the  habit  of  passing  chy- 
lous urine,  and  who  had  died  of  general  tuberculosis.  The  kid- 
neys contained  a  few  nodules  of  secondary  tubercle,  but  were 
otherwise  perfectly  healthy. 

Etiology. — Chylous  urine  prevails  mostly  in  youth  and  middle 
age.  Of  26  cases  collected  by  me,  3  were  under  twenty ;  7  be- 
tween twenty  and  thirty ;  7  between  thirty  and  forty ;  2  between 
forty  and  fifty  ;  and  3  over  fifty.  The  youngest  example  is  men- 
tioned by  Prout,  in  a  male  infant  of  18  months ;  the  oldest  in 
Quevenne's  case,  in  which  the  patient  reached  the  age  of  78 
years. 

Of  those  26  cases,  17  were  males  and  nine  females  :  but  it  ap- 
pears, that  in  the  countries  where  the  disorder  is  endemic,  it  is 
more  common  among  women  than  men.  The  greater  frequency 
of  it  among  men  in  the  European  cases  is  explained  by  the  far 


270  CHYLOUS    URINE. 

greater  number  of  men,  who,  as  sailors,  merchants,  colonists, 
&c,  pass  a  portion  of  their  lives  in  tropical  climates. 

As  to  the  cause  of  the  disease,  the  only  one  made  out  satisfac- 
torily is  residence  in  certain  tropical  countries.  Twenty-one 
cases  (out  of  26)  were  persons  who  had  been  born,  or  had  passed 
a  portion  of  their  lives,  in  the  Mauritius,  Isle  of  Bourbon,  Brazil, 
"West  Indies,  or  India.1 

The  best  authenticated  cases  in  persons  who  have  never  been 
out  of  Europe  are — a  case  related  by  Prout ;  Mr.  Gossett's  case, 
cited  by  Bird ;  and  Mr.  Cubitt's  case,  cited  by  Beale. 

The  state  of  the  blood  has  been  examined  by  Guibourt  and 
Bence  Jones.  Neither  of  these  observers  found  a  milky  state  of 
the  blood-serum.  Guibourt  (cited  by  Payer)  obtained  nearly 
twice  as  much  fat  from  the  blood  of  a  Brazilian  affected  with 
chylous  urine  as  from  healthy  blood.  Bence  Jones,  on  the  con- 
trary, found  in  the  blood  of  a  person  whose  urine  was  milky 
both  before  and  after  the  bleeding,  no  increased  proportion  of 
fat. 

Pathology. — It  has  been  generally  assumed  that  the  fat,  albu- 
men and  fibrine  of  chylous  urine  are  derived  from  the  blood,  and 
pass  into  the  urine  through  the  kidneys.  Dr.  Prout  says  :  "  The 
proximate  cause  of  this  affection  seems  to  lie  partly  in  the  assi- 
milating organs,  and  partly  in  the  kidneys.  The  chyle,  from 
some  derangement  in  the  processes  of  assimilation,  is  not  raised 
to  the  blood  standard,  and  consequently,  being  unfit  for  the 
future  purposes  of  the  economy  is,  agreeably  to  a  law  of  the 
economy,  ejected  through  the  kidneys;  but  these  organs  instead 
of  disorganizing  it,  or  reducing  it  to  the  crystallized  state,  as 
usual,  permit  it  to  pass  through  them  unchanged." 

But  any  view  which  supposes  that  the  unnatural  ingredients 
of  chylous  urine  are  derived  from  the  kidneys  presents  great 
difficulties.  The  rapid  alternation  of  urine  intensely  chylous  or 
lymphous,  with  perfectly  natural  urine  (sometimes  witnessed 
within  intervals  of  an  hour  or  two)  seems  incompatible  with 
such  a  supposition.     It  is  also  incredible  that  blood,  albumen 

1  The  endemic  prevalence  of  chylous  urine  in  these  countries  is  thoroughly 
attested.  The  various  speakers  in  the  discussion  at  the  Medical  Society  of  Eio 
Janeiro,  reported  by  Kayer,  allude  to  the  disorder  as  a  common  one  among 
negroes.  Dr.  Prout  states  that  Mr.  Thomas,  a  practitioner  from  Barbadoes, 
informed  him  that  he  had  seen  at  least  a  dozen  well-marked  cases  in  negroes  in 
a  practice  of  ten  years.  Dr.  Carter  also  says  that  the  more  ordinary  forms  of 
chylous  urine  are  "  not  uncommon"  in  Bombay. 
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and  fibrine  should  pass  from  the  blood  into  the  urine  through 
the  kidneys  without  being  accompanied  with  casts  of  the  urini-. 
ferous  tubes.  The  absence  of  organic  disease  in  the  kidnej^s, 
and  of  any  clearly  made  out  derangement  in  the  composition  of 
the  blood,  also  militates  against  such  a  view. 

A  new  and  unexpected  light  has  been  thrown  on  the  nature 
of  this  singular  malady,  by  some  cases  published  by  Prof.  Carter, 
of  Bombay,  which  appear  to  indicate,  that  a  direct  communica- 
tion does  in  reality  exist  between  some  part  of  the  lacteal  or 
lymphatic  system  and  the  urinary  passages.  These  cases  and 
the  remarks  of  Dr.  Carter  thereupon  are  well  deserving  of  at- 
tention. 

Dr.  Carter's  first  case. — This  was  a  Parsee  youth  in  whom  the  in- 
guinal glands  were  greatly  enlarged,  soft  and  doughy  to  the  touch, 
but  not  painful.  On  the  cutaneous  surface  of  the  thigh,  a  few  inches 
below  Poupart's  ligament,  was  a  small,  hardly  perceptible  pimple, 
from  which  there  occasionally  issued  a  milky  fluid,  and  sometimes 
so  copiously,  that  in  the  course  of  the  day  a  pint  has  been  collected. 
Pressure  just  above  the  spot  caused  the  flow  to  cease.  The  discharge 
commenced  six  months  before :  it  lasted  two  or  three  days  and  then 
ceased,  pressure  having  been  applied;  it  reappeared  after  an  interval 
of  a  month,  and  again  stopped  after  a  few  days.  The  discharge  re- 
appeared a  third  time,  when  the  patient  came  under  the  observation 
of  Dr.  Carter.  Before  the  discharge  came  on,  the  glands  in  the 
groin  became  tumid  and  rather  painful.  The  fluid  collected  from 
this  man's  thigh  presented  in  perfection  the  characters  of  chyle.  It 
coagulated  in  about  five  minutes ;  it  separated  a  few  hours  after- 
wards into  clot  and  serum,  the  latter  being  milky  in  appearance. 
At  a  later  period  the  whole  became  again  fluid.  Under  the  micro- 
scope blood  corpuscles  and  chyle  corpuscles  were  found.  In  this  man 
the  urine  never  became  chylous. 

Dr.  Carter's  second  case. — This  was  an  adult  Hindoo,  who  became 
a  hospital  out-patient,  under  Dr.  Carter's  care,  on  August  23d,  1859, 
on  account  of  an  affection  of  the  scrotum.  The  skin  of  this  part  was 
corrugated  in  a  peculiar  way,  thickened  and  studded  with  numerous 
small  tubercles,  which  were  soft  to  the  touch,  and  when  punctured, 
freely  discharged  a  chylous  fluid.  The  inguinal  glands  on  both  sides 
were  much  enlarged,  soft  and  doughy  to  the  touch,  and  they  dimin- 
ished in  size  under  pressure. 

The  scrotum  began  to  enlarge  four  months  before,  and  after  a 
time  the  peculiar  corrugation  of  the  skin  appeared.  The  milky  dis- 
charge occurred  occasionally  and  spontaneously,  and  intermitted. 
It  did  not  issue  from  one  spot  but  from  several.  "When  it  ceased, 
and  sometimes  also  during  its  continuance,  the  urine  became  chylous. 
The  tumefaction  of  the  inguinal  glands  seemed  to  alternate  with  the 
appearance  of  chyle  in  the  urine.  The  parts  also  became  tumefied 
two  or  three  hours  after  a  full  meal,  and  then  subsided. 
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The  urine,  when  chylous,  coagulated  spontaneously,  and  the  co- 
agulum  reddened  sensibly  on  exposure  to  the  air.  This  reddening 
was  however  more  decided  in  the  coagulum  from  the  scrotal  chyle, 
which  changed  in  a  few  minutes  to  a  blood  red.  Under  the  micro- 
scope the  urine  was  found  to  contain,  besides  blood  corpuscles,  nu- 
cleated granular  cells  exactly  resembling  chyle  corpuscles.  Various 
plans  of  treatment  were  adopted,  including  very  large  doses  of  gal- 
lic acid,  without  effect. 

Dr.  Carter's  third  case  was  one  of  ordinary  chylous  urine,  without 
any  visible  affection  of  the  external  lymphatics.  The  general  cha- 
racters and  the  microscopic  examination  of  the  urine  appeared  to 
establish  the  identity  of  the  foreign  ingredients  found  therein  with 
those  of  the  chyle-like  fluid  discharged  from  the  external  surface  in 
the  preceding  cases. 

Dr.  Carter  applies  these  facts  to  the  phenomena  of  chylous 
urine  in  the  following  manner:  "We  may  suppose  that  disten- 
sion of  the  delicate  lymphatics  and  lacteals  in  the  lumbar  region 
is  at  length  followed  by  exudation  of  their  contents  at  one  or 
more  points;  or  rupture  taking  place,  a  fistulous  orifice  remains, 
which  gives  free  exit  to  the  chyle  or  lymph  at  times  of  recurring 
distension;  or  an  abnormal  reservoir  (receptaculum)  may  be 
formed,  which  periodically  discharges  its  contents  into  the  pel- 
vis of  the  kidney,  ureter,  or  bladder.  The  cases  before  related 
evince  that  such  a  condition  of  the  lymphatic  vessels,  accom- 
panied with  enlargement  and  increased  functions  of  the  corres- 
ponding glands,  does  occur ;  that  the  flow  of  chyle  may  be  re- 
versed, or  regurgitation  may  occur;  and  with  this  state,  the 
urine  may  be  chylous."1 

Additional  evidence  in  favor  of  this  hypothesis  may  be  deduced 
from  the  increased  quantity  of  urine  which  has  been  observed 
in  several  of  these  cases,  as  in  Ackermann's.  In  Dr.  "Waters's 
case  the  mean  daily  quantity  of  urine  during  the  first  ten  days, 
when  the  disorder  was  at  its  height,  was  67  ounces ;  in  the  last 
ten  days,  when  it  was  subsiding,  the  mean  daily  quantity  was 
only  47  ounces. 

1  Pour  years  previously  to  the  publication  of  Dr.  Carter's  paper,  a  similar 
view  seems  to  have  been  propounded  by  Gubler  in  a  paper  entitled  Hcematurie 
de  Vlsle  de  France,  envisagee  comme  une  lymphorrhagie  de  Vappareil  uropoetique 
(Memoirs  of  the  Soc.  de  Biologie  for  1858).  I  have  not  been  able  to  consult  the 
original  paper,  but  an  abstract  is  supplied  in  Canstatt's  Jahresb.  for  1858,  of 
which  the  following  is  the  closing  sentence.  "Gubler  indicates  chylous  urine 
(of  the  Isle  of  France)  as  a  diabetes  lymphaticus,  or  a  lymphorrhagia  renalis." 
He  rests  his  theory  on  the  identity  of  the  micro-chemical  characters  of  chylous 
urine  with  that  of  chyle,  and  on  the  prevalence  of  dilatations  of  the  external 
lymphatics  in  the  countries  where  chylous  urine  is  endemic. 
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The  prevalence  of  the  disorder  in  certain  countries,  and  the 
close  connection  which  Rayer  showed  to  exist  between  it  and 
the  endemic,  hematuria  of  the  same  countries,  leads  conjecture 
a  step  farther.  It  has  been  recently  demonstrated  by  Griesinger 
that  the  endemic  hematuria  of  Egypt  owes  its  origin  to  the 
ravages  of  a  minute  parasite — the  Bilharzia  hsematobia — which 
lodges  its  ova  in  the  mucous  membrane  of  the  urinary  passages. 
A  similar  demonstration  has  been  made  by  Dr.  Harley  with 
respect  to  the  endemic  hematuria  of  the  Cape  of  Good  Hope 
(see  Bilharzia)  ;  and  we  may  infer  a  similar  origin  to  the  en- 
demic hematuria  of  the  Mauritius,  Brazil,  and  other  countries. 
On  these  grounds,  it  may  be  conjectured  that  chylous  urine 
owes  its  origin,  in  like  manner,  to  the  destructive  operations  of 
some  parasite  whose  seat  of  election  is  the  lymphatic  system  of 
the  urinary  passages,  and  that  in  the  course  of  the  development 
of  its  ova  a  communication  is  opened  between  the  lymphatic 
channels  and  the  urinary  passages.  At  any  rate,  it  is  worth  in- 
vestigating whether  parasitic  ova  may  not  be  discovered  occa- 
sionally in  the  deposit  of  chylous  urine.1 

Treatment — Hitherto  the  treatment  of  this  disorder  has  proved 
very  unsatisfactory.  It  generally  persists  in  spite  of  every  re- 
medy, or  disappears  without  any.  The  physicians  of  Rio  chiefly 
recommend  salt-water  baths,  and  iron  internally.  Mineral  and 
vegetable  astringents  have  been  tried  repeatedly  with  small  evi- 
dence of  success.  The  best  results  have  followed  large  doses  of 
gallic  acid.  Dr.  Waters  and  Dr.  Bence  Jones  gave  from  one  to 
two  drachms  a  day. 

Dr.  Bunyan,  of  George  Town,  British  Guiana  (Lancet,  1846, 
I,  95),  relates  a  very  interesting  case,  in  which  the  disease  had 
lasted  ten  months.  Various  remedies  were  tried  without  success. 
On  the  advice  of  an  old  negress,  the  patient  took  a  decoction  of 

1  Dr.  A.  B.  Buchanan,  of  Glasgow,  has  recently  given  an  account  of  a  woman, 
set.  forty-six,  a  native  of  Glasgow,  in  whom  a  large  quantity  of  milky  fluid, 
exactly  resembling  chyle,  flowed  interruptedly  for  years,  from  a  thickened  patch 
of  skin  on  the  inside  of  the  thigh.  This  case  resembled  Carter's  cases,  except 
in  the  absence  of  an  enlargement  of  the  lymphatic  glands.  He  also  cites  two 
other  similar  cases  in  Europeans.  He  proposes  a  new  theory  for  the  complaint 
and  for  chylous  urine.  Rejecting  the  theory  of  a  leak  in  the  lymphatic  system 
as  anatomically  impossible  and  pathologically  unnecessary,  he  contends  that  the 
fatty  matter  is  secreted  from  the  blood  "by  the  tnorbid  activity  of  multitudes  of 
epithelial  cells,  the  functions  of  which  have  become  perverted."  In  chylous 
urine  Dr.  Buchanan  believes  that  a  similar  disease  to  this  exists  in  some  part 
of  the  urinary  mucous  membrane.     (Med.  Chir.  Trans,  vol.  xlvi,  p.  57.) 
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mangrove  bark  (Rhizophora  racemosa),  in  ounce  doses,  four 
times  a  day.  In  seven  days,  he  was  so  greatly  improved  that 
he  discontinued  the  medicine  for  two  days,  when  the  symptoms 
returned.  The  medicine  was  resumed  in  increased  quantity, 
and  continued  for  several  days,  until  all  the  symptoms  had  en- 
tirely disappeared.  Afterwards  he  suffered  two  returns  of  his 
disorder,  which  were  immediately  cut  short  by  the  use  of  the 
mangrove  bark. 

If  further  inquiry  should  show  that  chylous  urine  has  a  para- 
sitic origin,  anthelmintic  remedies,  especially  turpentine,  may  be 
tried  with  a  prospect  of  success.  The  effect  of  diet  was  investi- 
gated by  Dr.  Bence  Jones.  He  found  that  the  urine  was  some- 
what less  chylous  with  vegetable  than  with  animal  food;  he  also 
found  that  the  pressure  of  a  tight  belt  round  the  loins  relieved 
the  pains  in  the  lumbar  regions,  and  seemed  to  improve  the 
condition  of  the  urine  a  little. 
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Under  the  title  of  congestion  of  the  kidneys,  I  propose  to 
consider  those  less  serious,  and  for  the  most  part  secondary, 
renal  derangements  which  are  occasioned  either  by  an  undue 
determination  of  blood  to  the  organs  (active  congestion),  or  some 
mechanical  obstruction  to  the  return  of  blood  from  the  organs 
(passive  congestion). 

Renal  congestion,  both  active  and  passive,  if  sufficiently  in- 
tense, is  attended  by  the  presence  of  albumen  in  the  urine  (gene- 
rally in  small  quantity),  sometimes  with  blood,  and  casts  of  the 
uriniferous  tubes.  Dropsy  is  not  a  symptom  proper  to  renal 
congestion ;  when  present  it  depends  on  other  causes,  commonly 
heart  or  lung  disease. 


276  CONGESTION    OF    THE    KIDNEYS. 

Active  congestion  is  produced  by — overdoses  of  certain  irri- 
tants (cantharides,  turpentine);  by  exposure  to  cold;  it  is  a 
common  incident  in  all  febrile  and  inflammatory  complaints ;  it 
occurs  in  saccharine  diabetes ;  probably  also  in  some  cases  of 
hypertrophy  of  the  left  ventricle. 

Passive  congestion  accompanies — regurgitant  heart  disease; 
obstructions  in  the  lungs  (emphysema,  pleuritic  effusion) ;  pres- 
sure on  the  emulgent  veins  or  inferior  cava  (pregnancy,  abdomi- 
nal tumors). 

If  the  determining  cause  of  the  congestion  be  a  persistent 
one — as  in  valvular  heart-disease  or  diabetes,  organic  changes 
are  at  length  produced  in  the  kidneys,  which  bear  a  strong 
resemblance  to,  if  they  are  not  identical  with,  certain  forms  of 
Bright's  disease. 

Accordingly,  several  of  the  conditions  here  considered,  have 
been  arranged  by  other  writers  (Johnson,  Frerichs,  Griesinger, 
Bamberger)  among  the  varieties  of  Bright's  disease.  But  al- 
though there  are  unquestionable  affinities  between  the  two 
classes  of  cases,  there  are  also  differences  so  marked,  in  their 
symptoms,  progress,  and  general  clinical  history,  that  it  only 
tends  to  confusion  to  unite  them  under  one  heading. 

It  will  greatly  facilitate  our  comprehension  of  the  relations 
subsisting  between  certain  changes  in  the  composition  of  the 
urine,  and  certain  disturbances  of  the  renal  circulation,  if  we 
take  a  review  of  the  experimental  researches  which  have  been 
made  in  this  direction. 

Mr.  George  Robinson  was  the  first  to  demonstrate,  that  a 
complete  or  partial  impediment  to  the  return  of  blood  by  the 
renal  veins  caused  albumen,  blood,  and  sometimes  fibrine  to 
appear  in  the  urine.  He  operated  solely  on  rabbits.  In  one 
set  of  experiments,  he  placed  a  tight  ligature  round  the  renal 
vein:  in  a  second  set,  the  obstruction  was  made  incomplete — a 
certain  amount  of  blood  being  still  permitted  to  circulate 
through  the  kidneys.  In  both  these  sets  of  experiments  the 
urine  invariably  became  more  or  less  albuminous,  and  in  most 
cases  bloody.  The  kidney,  of  which  the  vein  had,  been  thus 
obstructed,  was  in  every  instance  found  heavier  than  its  un- 
injured fellow.  The  proportion  between  them  varied  from 
li :  1  to  3  :  1. 

Frerichs  repeated  these  experiments  on  dogs,  rabbits,  a  cat 
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and  a  frog,  with  identical  results.  In  four  out  of  ten  experi- 
ments, he  also  detected  casts  of  tubes  in  the  urine,  and,  in  one, 
renal  epithelium. 

These  experiments  admit  of  easy  explanation.  The  blood 
accumulates  behind  the  impediment,  and  causes  an  increased 
lateral  pressure  upon  the  walls  of  the  renal  vein  and  its 
branches.  This  tension  is  transmitted  backward  to  the  renal 
capillaries,  which  are  thereby  distended,  and  their  walls  at- 
tenuated, creating  a  condition  highly  favorable  to  the  transud- 
ation of  the  serous  constituents  of  the  blood  through  their  coats. 
If  the  tension  be  sufficiently  great,  actual  rupture  takes  place, 
and  blood  corpuscles  escape  with  the  albumen  into  the  urine. 
It  is  probable  that  these  consequences  take  effect  earliest,  and 
in  greatest  power,  in  the  Malpighian  clusters,  where  there 
exist  anatomical  facilities  for  ready  passage  of  blood  into  the 
urine. 

Increased  pressure  in  the  arterial  system  does  not  so  easily 
cause  albumen  and  blood  to  appear  in  the  urine.  Robinson 
sought  to  test  the  effect  of  increased  arterial  pressure  on  the 
composition  of  the  urine,  by  directing  a  stronger  stream  of 
blood  than  natural  into  the  kidneys.  First  he  removed  one 
kidney,  thinking  that  the  physiological  determination  to  the 
other  might  suffice  to  cause  albuminuria.  The  experiment 
was  repeated  five  times,  and  only  in  one  instance  did  the 
urine  become  albuminous.  He  then  removed  one  of  the  kid- 
neys and  tied  the  abdominal  aorta  below  the  origin  of  the  renal 
arteries.1  In  this  way  the  utmost  impulsion  of  blood  into  the 
remaining  kidney  was  obtained,  and  both  blood  and  albumen 
invariably  made  their  appearance  in  the  urine.  His  seventh 
experiment  is  a  fair  sample  of  his  results. 

Expt.  7.  The  left  kidney  of  a  middle-sized  rabbit  was  removed, 
and  weighed  54  grains.  The  aorta  was  then  tied  below  the  origin  of 
the  renal  arteries.  The  animal  was  killed  at  the  end  of  two  hours. 
The  right  kidney  weighed  85  grains ;  it  contained  six  or  seven  ecchy- 
moses  of  various  extent.  The  bladder  contained  about  a  drachm  of 
urine,  which  was  bloody  and  albuminous  (1.  c.  p.  79). 

1  Tying  the  abdominal  aorta  without  removing  one  of  the  kidneys  was  per- 
formed twice  by  Robinson  on  weak  animals ;  in  one  only  did  albumen  appear  in 
the  urine.  Frerichs  states  that  he  could  only  find  traces  of  albumen  in  a  few 
cases  after  such  an  operation.  Meyer,  on  the  other  hand,  saw  abundant  album- 
inuria follow  this  operation. 
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These  results  have  been  confirmed  by  Frerichs  and  Meyer. 

In  the  experiments  of  Hermann  and  Overbeck,  another  method 
of  inducing  artificial  albuminuria  is  pointed  out.  Hermann's 
method  consisted  in  tying  up  the  renal  arteries  for  a  short  time, 
and  then  removing  the  ligature.  The  urine  which  was  secreted 
after  the  re-establishment  of  the  circulation  was  always  found 
albuminous.  Overbeck  interrupted  the  circulation  in  other 
ways.  In  one  set  of  experiments,  he  blew  up  a  bladder  pre- 
viously introduced  empty  into  the  heart :  in  the  second  set  as- 
phyxia (and  consequent  arrest  of  the  blood-current)  was  pro- 
duced by  compressing  the  trachea.  In  the  former  case  the  ob- 
struction was  maintained  for  about  a  minute,  and  in  the  latter 
for  four  minutes.  In  both  classes  of  experiments,  the  urine 
which  first  flowed  after  the  renewal  of  the  circulation  was  in- 
variably albuminous,  and  often  bloody.  The  albuminuria  thus 
provoked,  generally  lasted  a  few  hours,  and  then  passed  away. 
When  desquamation  of  the  renal  epithelium  occurred,  it  always 
followed  the  appearance  of  the  albumen.  It  could  not  therefore 
be  the  cause  of  it,  as  Johnson  surmised  to  be  the  case  in  the  al- 
buminuria of  Bright's  disease. 

To  explain  the  results  obtained  by  Hermann  and  Overbeck, 
it  must  be  supposed  that  the  temporary  stoppage  of  the  blood- 
current  created  an  obstacle  in  the  renal  capillaries — probably  an 
accumulation  of  blood  corpuscles  in  the  Malpighian  tufts — 
which,  when  the  circulation  was  restored,  operated  to  raise  the 
pressure  in  the  minute  arteries ;  in  other  words,  it  produced 
active  congestion  of  sufficient  intensity  to  cause  albumen  and 
blood  to  appear  in  the  urine. 

My  purpose  in  calling  attention  to  these  researches  is  to  show, 
that  simple  hyperemia  or  congestion  of  the  kidneys  (without 
inflammation),  either  from  increased  impulsion  of  blood  into  the 
kidneys,  or  from  obstruction  to  the  return  of  blood  from  the 
kidneys,  is  sufficient  to  determine  the  appearance  of  albumen 
and  blood  and  even  fibrinous  casts  in  the  urine. 

An  impeded  circulation  through  the  kidneys  cannot  however 
long  persist,  without  inducing  serious  and  permanent  structural 
changes  in  the  organs.  The  presence  of  blood  corpuscles,  and 
fibrinous  plugs,  in  the  delicate  tubular  structures,  must  at  length 
occasion  more  or  less  extensive  destruction  of  these  structures ; 
and  the  continued  hyperemia  must  derange  the  nutrition  of  the 
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glandular  elements.  How  far  these  changes  are  of  an  inflam- 
matory nature,  cannot  be  precisely  indicated.  One  of  the  most 
important  results  of  a  long  continuance  of  this  state  of  thing?? 
appears  to  be,  an  excessive  production  of  adventitious  connective 
tissue,  which  eventually  passes  on  to  contraction  and  atrophy. 
To  call  these  changes,  "  nephritis,"  is  to  use  a  term,  which,  to 
say  the  least,  is  calculated  to  mislead. 


ACTIVE    CONGESTION. 
Catarrhal  Nephritis  of  Virchow. 

In  the  course  of  eruptive  and  continued  fevers,  of  croup,  diph- 
theria, cholera,  erysipelas,  pysemia,  acute  rheumatism,  pneumo- 
nia, and  other  inflammatory  diseases,  the  kidneys  partake  in  the 
general  hyperemia  of  the  internal  organs.  ISTot  unfrequently, 
however,  they  are  the  seat  of  a  disproportionate  determination 
of  blood,  and  albumen  appears  in  the  urine.  Generally  speaking, 
the  amount  of  albumen,  in  such  cases,  is  a  mere  trace,  but  some- 
times it  is  more  abundant,  and  accompanied  with  a  few  blood 
corpuscles,  transparent  casts  of  tubes,  and  scattered  renal  epi- 
thelium. There  may  be,  at  the  same  time,  some  tenderness  in 
the  loins.  As  soon  as  defervescence  commences,  the  albumen 
diminishes,  and  in  a  few  days  vanishes  altogether. 

The  pathological  state  here  described,  differs  from  genuine 
Bright's  disease  (which  may  likewise  arise  in  connection  with 
the  same  febrile  maladies)  in  the  absence  of  anasarca,  in  the  un- 
diminished excretion  of  urea,  and  in  the  period  of  its  invasion. 
Albuminuria  from  congestion  coincides  with  the  acme  of  the 
pyrexia,  and  subsides  therewith.  Genuine  Bright's  disease,  on 
the  contrary,  shows  itself  as  a  sequela,  toward  the  close  of  the 
pyrexial  stage  or  the  commencement  of  convalescence. 

An  examination  of  the  kidneys  of  persons  who  have  died 
from  the  primary  fever  while  laboring  under  renal  congestion, 
reveals  an  enlarged  and  engorged  condition  of  the  organs,  with 
minute  ecchymoses ;  and,  according  to  Virchow,  there  exists  a 
catarrhal  state  of  the  canals  of  the  pyramids,  of  which  the  chief 
incidents  are,  in  addition  to  hyperemia,  detachment  and  disin- 
tegration of  the  epithelium  of  the  straight  tubes.  The  detached 
epithelium  sometimes  shows  signs  of  fatty  changes. 
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The  frequency  of  thfis  complication  in  zymotic  diseases  varies 
in  different  epidemics.  Rosenstein  states  that  in  a  severe  typhus 
epidemic,  witnessed  by  him  in  1857,  the  majority  of  the  patients 
had  transient  albuminuria,  with  casts  of  tubes,  and  yet  no  se- 
rious consequences  followed  therefrom.  In  the  sporadic  typhoid 
of  this  city,  albuminuria  is  decidedly  rare. 

Active  renal  congestion  of  a  catarrhal  nature  may  also  arise 
independently  of  any  specific  fever,  simply  from  exposure  to  cold. 
Such  cases  are  not  very  common,  or  perhaps,  as  Rosenstein  sug- 
gests, they  are  often  overlooked.  The  symptoms  resemble  those 
of  a  simple  febricula,  and,  unless  the  urine  chance  to  be  exam- 
ined, the  disorder  will  probably  be  passed  over  as  such.  The 
following  example  is  from  Rosenstein  : 

A.  B.,  set.  39,  previously  healthy,  experienced  on  the  afternoon  of 
the  7th  of  October  a  chill,  followed  by  heat  and  severe  pains  in  the 
renal  region,  which  were  accompanied  with  vomiting.  When  seen, 
she  was  in  a  high  fever,  pulse  120,  very  thirsty,  and  without  appe- 
tite. The  urine  was  scanty,  acid,  albuminous;  after  standing,  it  de- 
posited a  sediment  composed  of  uric  acid,  blood  corpuscles,  epithelial 
casts,  and  free  epithelium.  Pressure  on  the  renal  region  caused  pain. 
She  was  cupped  on  the  loins.  On  the  following  day  the  urine  mea- 
sured 27  ounces,  specific  gravity  1026,  otherwise  as  before  reported. 
On  the  16th  the  pulse  was  92,  skin  moist  and  perspiring,  general  con- 
dition good.  Urine  in  twenty-four  hours,  28  ounces,  specific  gravity 
1025,  acid,  free  from  albumen,  containing  only  a  few  casts.  On  the 
succeeding  days  increased  diuresis  set  in,  with  diminished  specific 
gravity  of  the  urine.  The  urine  continued  free  from  albumen  and 
formed  elements  (p.  65). 

A  case  of  similar  nature,  but  running  a  more  chronic  course, 
was  recently  treated  by  myself,  in  conjunction  with  my  friend, 
Mr.  Mellor. 

The  patient  was  a  young  lady  of  26,  who  had  been  subject,  for 
several  3Tears,  to  frequently  recurring  attacks  of  subacute  articu- 
lar rheumatism,  which  kept  her  in  a  continuously  weak  state  of 
health.  On  April  14th  she  took  cold  through  walking  in  the  wet, 
and  was  seized  with  tonsillitis.  As  this  subsided,  the  urine  was 
noticed  to  be  bloody  and  to  contain  albumen.  On  the  15th  of  May  I 
saw  her  for  the  first  time.  She  was  very  pale  and  thin ;  there  was 
considerable  fever,  pulse  108,  the  loins  were  very  painful  and  tender 
on  pressure,  skin  dry,  with  a  tendency  to  frequent  vomiting.  Mic- 
turition was  frequent  (20  times  a  day)  :  the  urine  amounted  to  three 
pints  in  twenty-four  hours,  specific  gravity  1010 ;  it  contained  a  good 
deal  of  blood  and  albumen,  and  deposited  uric  acid  very  abundantly. 
The  copious  deposit  which  subsided,  when  the  urine  was  left  in  re- 
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pose,  contained  numerous  large  transparent  casts  (some  studded  with 
epithelium)  and  much  free  renal  epithelium.  Neither  casts  nor  epi- 
thelium showed  any  signs  of  fatty  degeneration.  There  was  also 
found  a  large  number  of  pyelitic  cells.  Not  a  particle  of  dropsy  or 
anasarca  existed  in  any  part. 

The  patient  was  dry-cupped  over  the  loins,  after  which  hot  poul- 
tices were  directed  to  be  kept  (frequently  renewed)  to  the  same 
region  ;  a  compound  jalap  powder  was  administered,  and  a  citrate  of 
potash  mixture. 

In  four  days  the  fever  subsided,  the  pains  disappeared,  and  the 
skin  became  moist.  At  the  same  time,  the  urine  was  far  less  fre- 
quently passed,  and  it  contained  much  less  blood,  albumen,  and  casts. 
It  still  continued  abundant  in  quantity,  and  deposited  uric  acid  very 
copiously. 

In  the  course  of  four  weeks,  convalescence  was  so  decidedly  estab- 
lished that  the  patient  was  allowed  to  sit  up.  The  albumen  now 
scarcely  exceeded  "a  haze"  with  nitric  acid.  She  was  put  upon  a 
phosphatic  acid  mixture,  combined  with  phosphate  of  iron. 

On  June  24th  the  patient  suffered  a  relapse.  She  was  again  con- 
fined to  bed,  and  the  previous  treatment  put  in  force.  In  a  few  days 
the  feverish  symptoms  passed  off;  but  a  good  deal  of  blood,  albumen, 
and  renal  derivatives  continued  to  be  discharged.  She  was  now  put 
upon  gradually  increasing  doses  of  dilute  sulphuric  acid,  with  most 
excellent  effect.  The  urine  steadily  resumed  its  natural  characters, 
and  the  patient's  appetite  and  strength  began  to  return. 

On  the  24th  of  July  the  urine  had  become  free  from  albumen  and 
blood,  and  convalescence  was  thoroughly  established. 

The  case  was,  from  the  beginning,  regarded  as  distinct  from 
genuine  Bright's  disease,  and  considered  as  presenting  the  fea- 
tures of  a  catarrhal  (rheumatic  ?)  condition  of  the  pyramidal 
parts  of  the  kidneys,  combined  with  some  degree  of  subacute 
pyelitis.  The  total  absence  of  anasarca,  and  the  general  por- 
traiture of  the  complaint,  forbade  the  idea  of  acute  Bright's 
disease ;  while  the  state  of  the  urine  and  the  progress  of  the 
case  appeared  inconsistent  with  the  chronic  forms  of  that  for- 
midable disorder. 

Certain  irritants — cantharides,  turpentine,  cubebs,  copaiba, 
and  nitrate  of  potash — act  as  special  stimuli  of  the  urinary 
organs;  and  excite,  when  administered  in  excessive  doses, 
hemorrhage  from  the  kidneys  and  the  lower  urinary  passages. 
Johnson  relates  an  instance  in  which  half  an  ounce  of  turpen- 
tine was  taken  for  the  expulsion  of  tape- worm.  In  a  few  hours 
the  urine  was  bloody,  and  in  the  deposit  "blood  casts"  were 
discovered,  together  with  a  few  small  inflammatory  cells,  but 
no  epithelium.     Six  days  after,  the  urine  contained  less  blood 
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and  albumen.  The  casts  of  tubes  were  still  visible,  and  con- 
tained, besides  the  blood  corpuscles,  a  large  proportion  of  in- 
flammatory cells  about  twice  the  size  of  the  blood  corpuscles.1 
The  patient  continued  to  pass  more  or  less  blood  for  some  days 
longer.  On  the  sixteenth  day  the  urine  was  free  from  albumen 
and  blood  (p.  488). 

Bouillaud  examined  the  effects  of  cantharides  acting  through 
the  skin.  He  states  that,  almost  constantly,  when  large  blisters 
were  applied  to  scarified  portions  of  the  skin,  albumen  appeared 
in  the  urine.  After  death,  he  found  the  mucous  membrane  of 
the  pelvis  and  ureters,  in  other  cases  that  of  the  bladder,  in- 
jected, and  covered  here  and  there  with  false  membranes.  The 
kidneys  were  generally  strongly  congested  and  studded  with 
minute  ecchymoses.  Albuminuria  after  cantharides  usually 
disappeared  in  two  or  three  days  :  in  a  few  cases  it  lasted  four 
weeks. 

Two  cases  of  poisoning  by  sulphuric  acid  are  related  by  Ley- 
den  and  Munk,  in  which  albumen  and  casts  appeared  in  the 
urine.2 

Frerichs  enumerates  irritants  of  this  class  among  the  exciting 
causes  of  genuine  Bright's  disease ;  and  brings  forward  two 
cases  by  Bernhardt,  in  which  abuse  of  copaiba  and  cubebs  were 
followed  by  renal  degeneration,  which,  in  one  of  them,  proved 
fatal.  These  cases  are,  however,  as  Rosenstein  points  out,  in- 
conclusive, because  it  is  probable  that  the  kidneys  were  already 
diseased  before  the  use  of  the  irritants  was  commenced.  There 
is  no  sufficient  proof  that  genuine  Bright's  disease  has  really 
ever  followed  an  overdose  of  any  of  these  stimulants. 

In  a  previous  section,  it  has  been  mentioned  that  in  the  later 
periods  of  diabetes  albumen  not  unfrequently  appears  in  the 
urine.  The  excessive  action  of  the  kidneys  in  this  disease, 
keeps  up  a  constant  congestion  of  the  organs  ;  and,  in  the  course 
of  time,  permanent  anatomical  changes  follow — degeneration  of 
the  epithelium,  development  of  cysts,  and  other  structural  alter- 
ations, which  are  sometimes  classified  with  genuine  Bright's 
disease. 

There  is  yet  one  other  condition,  which  seems  capable,  in  rare 

1  "Were  not  these  renal  epithelia  ? 

%  Archiv.  f.  path.  Anat.  Ed.  xxii,  p.  237. 
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instances,  of  producing  an  active  congestion  of  the  kidneys, 
sufficiently  intense  to  determine  albuminuria.  In  the  compen- 
satory hypertrophy  of  the  left  ventricle,  which  follows  aortic" 
regurgitant  disease,  the  propulsion  of  blood  into  the  aorta  (when 
the  orifice  is  patulous)  takes  place  with  very  great  force ;  and 
the  tension  of  the  arterial  system  at  the  close  of  the  ventricular 
systole,  rises  considerably  above  the  normal  maximum,  as  is 
indicated  by  the  full  resistant  pulse.1  Practically,  however, 
albuminuria  traceable  to  hypertrophy  of  this  kind  is  rare.  I 
have  repeatedly  examined  the  urine  of  persons  with  immense 
enlargement  of  the  left  heart,  without  finding  albumen  in  more 
than  three  or  four  instances.  The  following  is  one  of  these,  in 
which  no  tenable  explanation  of  the  albuminuria  could  be  found, 
except  renal  congestion  from  excessive  power  of  the  left  ven- 
tricle. 

T.  H.,  set.  21,  a  warehouseman,  came  Tinder  treatment  Feb.,  1864. 
suffering  from  immense  cardiac  hypertrophy.  The  apex  beat  in  the 
seventh  interspace,  almost  in  the  axillary  line,  and  seven  and  a  half 
inches  from  the  mid-sternal  base.  The  impulse  was  strong :  the 
whole  body  shook  at  each  beat  of  the  heart.  The  pulses  were  visible 
in  all  the  superficial  arteries.  A  loud  to  and  fro,  roughish  murmur 
was  heard  over  the  aortic  cartilage,  of  which  the  diastolic  part  was 
greatly  prolonged.  This  murmur  was  heard  loudly  at  the  base,  but 
grew  weaker  towards  the  apex — beyond  which  it  ceased  to  be  audi- 
ble. The  valvular  mischief  seemed  to  be  confined  to  the  aortic  ori- 
fice. There  was  no  sign  of  serious  mitral  regurgitation  nor  any  in- 
dication of  impediment  on  the  right  side  of  the  heart.  There  was 
total  absence  of  a  cyanotic  tint ;  on  the  contrary,  the  face  was  pink- 
ish pale,  and  the  margins  of  the  lips  and  tongue  were  of  a  faint  rose ; 
there  was  no  swelling  of  the  veins  of  the  neck  nor  a  trace  of  ana- 
sarca. On  the  other  hand  the  pulse  was  hard,  resistant,  bisferiens, 
ranging  from  92  to  104.  The  character  of  the  urine  was  highly 
significant.  It  was  not  high-colored  and  scanty,  as  in  venous  con- 
gestion, but  abundant,  pale,  and  of  low  specific  gravity.  The  daily 
discharge  varied  from  57  to  65  ounces,  the  spec.  grav.  from  1010  to 
1015.  It  contained  albumen,  but  only  in  small  quantity ;  generally 
only  a  haze  was  produced  with  nitric  acid ;  no  tube-casts  or  other 
renal  derivatives  could  be  detected,  though  often  looked  for.  It 
was  distinctly  observed  that  the  proportion  of  albumen  oscillated  in 
accordance  with  the  activity  of  the  heart.     When  the  ventricle  was 

1  It  is  not  probable  that  the  mean  lateral  pressure-  in  the  arterial  system  can 
ever  be  raised  above  the  normal  degree  in  compensatory  hypertrophy  of  the  left 
ventricle  ;  but  it  is  quite  conceivable  and  agreeable  to  clinical  facts,  that  the 
maximum  tension  (attained  at  the  close  of  the  systole)  may  be  excessive,  and  be 
counterbalanced,  or  more  than  counterbalanced,  by  undue  diminution  of  tension 
during  the  ventricular  diastole. 
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in  high  action >  the  albumen  rose;  when  it  became  more  quiescent, 
under  the  influence  of  rest  and  digitalis,  the  albumen  almost  vanished 
for  a  time.  I  have  recently  seen  this  patient  again  (March,  1865) 
and  find  that  his  state  is  still  as  above  described ;  there  is  a  trace  of 
albumen  in  the  urine ;  but  the  general  condition  is  wonderfully  good. 

The  treatment  of  active  renal  congestion  will  be  described, 
with  that  of  passive  congestion,  at  the  end  of  the  next  section. 


PASSIVE    CONGESTION. 

The  experiments  of  Robinson  and  Frerichs,  already  cited, 
show  that  an  impediment  or  obstruction  to  the  return  of  blood 
from  the  kidneys  induces  passive  congestion  of  these  organs, 
and,  if  sufficiently  intense,  causes  albumen  and  blood  to  appear 
in  the  urine.  An  impediment  of  minor  degree  does  not  render 
the  urine  actually  albuminous,  but  causes  it  to  become  scanty, 
high-colored,  dense  and  prone  to  deposit  abundance  of  lithates. 
Both  these  degrees  of  obstruction  are  frequently  witnessed  in 
clinical  experience. 

The  obstruction  may  be  seated  in  the  chest,  as  in  cases  of 
valvular  heart-disease,  emphysema,  and  pleuric  effusion ;  or  in 
the  abdomen,' as  when  a  gravid  uterus  or  other  tumor  presses 
upon  the  emulgent  veins  or  the  upper  course  of  the  inferior 
cava.  Sometimes  a  cirrhotic  liver  compresses  the  latter  vein  as 
it  lies  in  the  hepatic  fossa. 

The  alteration  on  the  side  of  the  urine  are  not  always  propor- 
tional to  the  degree  of  obstruction  to  the  circulation.  Cases 
are  met  with,  in  which  venous  stagnation  exists  in  an  intense 
degree,  with  dropsy,  orthopncea,  and  pulsating  jugulars,  without 
s,  trace  of  albumen  in  the  urine  ;  and  others  in  which,  the  urine- 
changes  are  strongly  marked,  while  the  more  general  symptoms 
of  venous  obstruction  are  only  moderately  so. 

The  two  examples  which  follow,  afford  good  illustrations  of 
unusual  degrees  of  renal  derangement,  secondary  to  obstruc- 
tions to  the  circulation  within  the  chest.  In  the  first  case  the 
obstruction  was  due  to  old-standing  tricuspid  regurgitation ;  in 
the  second  to  extensive  emphysema. 

Case  I. — A  lawyer's  clerk,  a^t.  44,  came  under  observation  Dec. 
6th,  1862.     He  was  suffering  from  oedema  of  the  legs,  ascites,  and  a 
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severe  bronchial  attack.  The  features  were  livid ;  but  the  veins  of 
the  neck  were  not  distended.  The  heart's  apex  beat  in  the  fifth  in- 
terspace, a  little  outside  the  nipple  line.  The  cardiac  dulness  ex- 
tended four  inches  vertically,  and  about  the  same  diagonally  from 
base  to  apex.  The  heart's  action  was  very  irregular  both  in  force 
and  rhythm  ;  pulse  was  104.  A  loud  blowing  murmur  was  heard  at 
the  apex,  of  mitral  regurgitant  character,  associated  with  a  faint 
diastolic  bruit,  which  was  heard  in  maximum  intensity,  over  the 
second  right  costal  cartilage.  Loud  bronchitic  rales  were  heard 
universally  over  both  lungs.  There  was  copious  mucous  expectora- 
tion, sparsely  speckled  with 

blood ;  also  severe  dyspnoea,  Fig.  39. 

amounting  at  times  to   or- 
thopncea. 

The  urine  was  scanty,  red- 
dish, spec.  grav.  1025,  with 
abundant  clouds  of  lithates. 
It  contained  a  small  quan- 
tity of  albumen  (equal  to 
about  i).  The  deposit,  exam- 
ined under  the  microscope 
(see  Fig.  38),  revealed  nume- 
rous scattered  blood-disks : 
casts  of  tubes  mostly  per- 
fectly hyaline,  sometimes 
only  visible  when  tinted  with 
magenta;  some  casts  were 
dotted  with  withered  renal 
epithelia  or  with  the  nuclei 
of  these;  no  oily  or  fatty  par-  Cagtg  of  tubeg  and  blood  corpuscles  from  the  urine 

tides  were  lOUnd.  of  a  patient  with  passive  renal  congestion. 

On  tracing  back  the  pa- 
tient's history,  it  appeared  that  he  had  had  five  attacks  of  acute  ar- 
ticular rheumatism,  of  which  the  earliest  occurred  in  his  twentieth 
year.  In  one  of  these  the  heart  had  become  affected.  The  cyanotic 
appearance  and  dropsical  symptoms  had  shown  themselves  some 
months  previously,  but  had  suddenly  assumed  a  formidable  intensity, 
a  fortnight  before,  in  consequence  of  a  bronchitic  attack. 

With  rest  and  other  appropriate  means,  the  bronchial  attack  sub- 
sided in  about  ten  days.  The  dropsical  and  dyspnceal  symptoms 
receded,  and  a  moderately  quiescent  state  was  attained.  The  urine 
underwent  corresponding  changes ;  it  became  more  copious,  its  den- 
sity fell,  and  the  albumen  faded  to  a  mere  trace  :  the  casts  remained 
as  before. 

While  under  observation  this  man  went  through  three  bronchitic 
attacks.  In  each,  the  urine  went  back  to  the  character  given  of  it 
in  the  first  report.  In  the  intervals  again,  the  albumen  became  very 
scanty,  and  on  two  occasions  the  urine  was  found  altogether  free 
from  albumen. 

Case  II. — On  Oct.  16th,  1862,  a  strongly-built,  stout  woman,  set.  42, 
was  admitted  into  the  Manchester  Infirmary,  almost  in  a  state  of 
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asphyxia.  She  was  intensely  blue  in  the  face;  could  only  breathe 
in  the  upright  posture;  her  voice  was  a  faint  husky  whisper;  the 
tongue  was  livid;  the  veins  of  the  neck  were  enormously  dilated; 
she  looked  like  a  person  half  choked.  There  was  not  a  particle  of 
oedema  nor  any  ascites;  the  limbs  were  firm  and  muscular.  There 
was  considerable  drowsiness,  but  no  actual  coma.  The  sputum  was 
frothy,  not  bloody.  The  examination  of  the  chest  revealed  exten- 
sive capillary  bronchitis,  in  emphysematous  lungs;  both  bases  were 
somewhat  dull.  There  were  no  cardiac  murmurs;  the  superficial 
cardiac  dulness  was  inappreciable  on  account  of  the  emphysema. 

The  urine  was  dusky  red,  and  gave  a  play  of  colors  with  nitric 
acid  (showing  bile);  no  sugar  in  it;  it  was  albuminous  to  a  consider- 
able degree  (£).  In  the  sediment,  which  was  abundant  and  com- 
posed of  lithates,  were  found  numerous  tube-casts — nearly  all  hyaline; 
some  of  them  studded  here  and  there  with  altered  epithelium,  or 
blood-disks;  a  number  of  free  cells  were  also  found,  most  of  them 
pus  corpuscles,  but  some  with  solitary  nuclei — evidently  renal,  and 
very  little  altered  from  their  natural  appearance.  One  cast  was  seen 
so  studded  with  these  as  to  deserve  the  name  of  an  epithelial  cast. 
Not  a  particle  of  fat  was  found  in  the  renal  derivatives. 

On  the  next  day  but  one  (Oct.  18),  the  patient  seemed  to  breathe 
a  little  easier,  but  the  surface  was  still  intensely  cyanotic.  Of  the 
urine,  the  notes  state  :  "  Somewhat  less  highly  colored ;  very  much 
less  albuminous,  in  fact  the  urine  only  becomes  hazy  with  nitric  acid ; 
casts  and  cells  still  abundant." 

Next  day  the  breathing  seemed  again,  if  anything,  rather  easier, 
but  the  strength  was  evidently  failing,  and  the  drowsiness  was  be- 
coming deeper.  The  urine  no  longer  showed  any  bile  tints,  though 
still  of  a  deep  brown  color.  Albumen  could  only  be  discovered  in  it 
by  very  careful  testing;  the  casts  had  all  but  disappeared;  a  few 
short  fragments  (slightly  more  granular  than  before)  could  with 
difficulty  be  found  and  identified.  A  few  blood  corpuscles  were  seen 
after  diligent  searching. 

Oct.  20. — There  was  evident  emaciation  going  on,  and  steady  dim- 
inution of  strength.  Scarcely  any  nourishment  had  been  taken  since 
admission;  the  voice  was  whispering,  and  the  surface  livid.  The 
dyspnoeal  symptoms  were  at  a  stand-still;  drowsiness  on  the  increase. 

Oct.  21. — The  urine  was  now  quite  free  from  albumen,  and  no  casts 
could  be  found  in  the  deposit.  In  the  course  of  the  succeeding  night 
the  patient  quietly  died,  as  if  in  sleep,  partly  exhausted  by  want  of 
nourishment  and  the  efforts  to  breathe,  partly  poisoned  by  the 
mephitic  condition  of  the  blood. 

Autopsy,  18  hours  after  death.  The  heart  weighed  eleven  ounces; 
the  valves  were  healthy;  a  few  slight  atheromatous  patches  existed 
in  the  aorta.  The  lungs  were  in  a  state  of  excessive  and  universal 
emphysema;  they  bellied  out  of  their  cavities,  when  the  chest  was 
opened,  like  bladders  of  air.  Spots  of  intense  congestion  were  found 
here  and  there  on  section,  and  the  extreme  bases  were  somewhat 
cedematous.  The  liver  was  enlarged  and  congested.  The  kidneys 
were  considerably  enlarged,  and  weighed  together  twelve  ounces; 
the  capsules  peeled  off  readily.  On  section  the  pyramidal  and  corti- 
cal substances  were  distinct  from  each  other,  and  in  due  proportion ; 
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both  parts  were  intensely  congested,  but  otherwise  natural,  both  to 
the  naked  eye  and  to  microscopical  examination.  The  body  was 
still  moderately  well  nourished;  there  was  no  anasarca  in  any  part, 
nor  any  ascites. 

There  is  one  circumstance  in  this  history  which  at  first  sight 
appears  contradictory,  namely,  the  disappearance  of  the  albumen 
from  the  urine,  notwithstanding  that  the  obstruction  in  the  chest 
persisted  or  even  increased,  and,  indeed,  brought  the  circulation 
ultimately  to  a  stand-still.  The  explanation  of  this  occurrence 
is,  I  believe,  to  be  found  in  the  diminishing  pressure  in  the 
arterial  system  from  the  gradual  failure  of  the  heart's  power. 
Some  of  Robinson's  experiments  bear  clearly  on  this  point.  He 
found,  on  ligaturing  the  renal  veins  in  rabbits,  that  vigorous 
animals  exhibited  the  urine-changes  (albuminuria,  &c.)  in  far 
greater  intensity  than  weaker  animals;  and  he  attributed  the 
difference  to  the  fact  that  in  strong  animals  the  powerful  con- 
tractions of  the  ventricle  served  to  maintain  a  greater  counter- 
pressure  on  the  arterial  side  of  the  renal  circulation,  and  in  this 
way  intensified  the  intrarenal  pressure  or  congestion.  In  the 
patient  before  us  the  pressure  on  the  arterial  side  was  visibly 
declining  from  day  to  day,  in  consequence  of  the  inability  to 
take  food,  which  diminished  the  mass  of  the  blood,  and  the  pro- 
gressive poisoning  of  the  blood  (from  defective  respiration) 
which  gradually  depressed,  and  finally  annihilated,  the  contrac- 
tility of  the  ventricle. 

The  state  of  the  kidneys  in  passive  congestion  varies  with  the 
duration  of  the  obstruction.  When  the  obstruction  has  been 
only  recently  established,  as  in  the  woman  whose  case  has  just 
been  related,  the  kidneys  are  found  simply  enlarged  and  en- 
gorged; they  resemble  the  kidneys  of  the  rabbits  whose  renal 
veins  were  ligatured  by  Robinson.  But  when  the  congestion 
has  been  in  existence  for  months  and  years  the  kidneys  are  found 
to  have  undergone  far  more  profound  alterations. 

The  exact  nature  of  the  alterations  in  this  latter  case  has  been 
a  matter  of  dispute.  Frerichs,  Bergson,  and  Bamberger  con- 
sider them  as  identical  with  those  in  the  granular  kidney  of 
Bright's  disease ;  but  Traube  contends  that  they  are  essentially 
different.  The  following  description  of  the  kidneys,  in  old- 
standing  cases  of  passive  renal  congestion,  is  based  on  a  com- 
parison of  several  accurate  examinations  by  the  above-named 
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authors.  The  organs  are  uniformly  reddened;  they  are  de- 
cidedly smaller  and  harder  than  natural ;  their  surface  is  gene- 
rally smooth,  sometimes  granular;  the  proportion  of  cortical  to 
pyramidal  substance  is  not  much  altered ;  in  very  chronic  cases 
the  cortex  may  be  somewhat  atrophied.  Rosenstein  describes 
the  epithelium  of  the  convoluted  tubes  as  irregular  in  shape, 
and  containing  granular  matter  which  is  sometimes  fatty.  The 
straight  tubes  are  often  dilated,  varicose,  and  "filled  with  granu- 
lar, opaque  epithelium.  The  basement  membrane  of  the  canals 
is  thickened,  and  the  venous  radicles  greatly  dilated.  The  Mal- 
pighian  bodies  are  highly  injected,  but  otherwise  intact;  in  very 
protracted  cases  they  may  become  a  little  atrophied,  and  their 
capsules  thickened.  The  intertubular  matrix  of  connective 
tissue  is  increased  in  quantity,  especially  in  the  pyramidal  por- 
tions. 

"Whatever  anatomical  difficulties  there  may  be  in  the  way  of 
separating  these  cases  from  chronic  Bright's  disease,  the  clinical 
distinctions  between  them  are  clear  and  undoubted.  Renal  dis- 
order from  passive  congestion  comports  itself  quite  differently 
from  Bright's  disease  of  independent  origin,  and  from  Bright's 
disease  coming  on  in  the  course  of  chronic  disease  of  bone  or 
phthisis.  The  contrast  between  the  first  and  the  third  is  very 
marked.  In  the  first  (passive  congestion),  the  renal  affection 
has  no  momentum  of  its  own,  and  makes  no  independent  pro- 
gress ;  it  oscillates  with  the  rising  and  falling  intensity  of  the 
venous  obstruction  ;  it  remains  throughout  a  subsidiary  compli- 
cation of  the  primary  disease,  and  assumes  none  of  the  special 
characteristics  of  Bright's  disease  (ursemia,  &c).  On  the  other 
hand,  when  renal  disease  declares  itself  in  the  course  of  chronic 
phthisis,  it  assumes  at  once  a  formidable  position.  The  entire 
clinical  complexion  of  the  case  is  transformed.  Sometimes  even, 
the  pulmonary  disorder  is  altogether  supplanted  and  thrown  into 
the  background  by  the  more  rapid  progress  and  fatal  course  of 
the  renal  disease  (see  case  of  M.  C,  in  chap.  iv). 

Treatment  of  Congestion  of  the  Kidneys. — Congestion  of  the  kid- 
neys, whether  active  or  passive,  does  not  often  call  for  separate 
treatment.  Its  course  and  intensity  are  usually  contingent  on 
the  progress  of  the  primary  disorder  of  which  it  is  a  secondary 
phenomenon.  But  sometimes  active  congestion  has  an  indepen- 
dent origin;  in  other  cases,  although  secondary,  it  is  sufficiently 
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threatening  to  demand  special  attention.  Passive  congestion 
from  cardiac  and  pulmonary  obstructions  can  be  most  efficiently 
relieved  by  remedies  applied  to  the  primary  complaints.  But" 
passive  congestion  from  the  pressure  of  a  pregnant  uterus — 
cases  which  will  be  considered  at  length  in  the  appendix  to  this 
chapter — not  unfrequently  claims  energetic  treatment  on  its  own 
account. 

The  most  efficient  means  of  combating  active  renal  congestion 
are  complete  rest  of  the  body,  cupping  the  loins,  brisk  purga- 
tives, the  warm  bath,  and  other  diaphoretics.  In  the  passive 
cases,  cupping  can  only  be  of  service  when  the  congestion  is  due 
to  a  temporary  cause,  such  as  pregnancy;  in  the  more  common 
cases,  the  application  of  gentle  counter-irritants  to  the  loins  is 
more  serviceable,  namely,  tincture  of  iodine,  embrocations,  &c. 
Derivation  by  the  bowels  and  skin  is  also  an  important  means  of 
relieving  the  overloaded  organs. 
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On  the  connection  of  renal  congestion,  albuminuria,  and  Blight's 
disease,  with  pregnancy  and  ■puerperal  eclampsia.  t 

Lever — Guy's  Hospital  Eeports,  1843,  p.  495. 

Devilliers  and  Eegnatjld — Archives  Gene'rales,  1848. 

Prerichs,  1.  c,  p.  211. 

"Wieger — Schmidt's  Jahrbiicher,  Band  87,  p.  57. 

Braun — On  ursemic  convulsions  in  pregnancy  and  parturition.     Translated  by 

Dr.  Matthews  Duncan.     Edin.  1857. 
Eosensteist,  1.  c,  p.  52. 
Abeille — Traite  des  Maladies  a  urines  albumineuses  et  sucrees.     Paris,  1863. 

Professor  Simpson  was,  I  believe,  the  first  to  call  attention  to 
the  occasional  presence  of  albumen  in  the  urine  of  pregnant 
women.  The  subject  has  since  been  studied  on  many  hands, 
with  a  view  to  elucidate  the  connection  of  the  puerperal  state, 
and  especially  of  puerperal  convulsions,  with  Bright's  disease. 

Albuminuria  does  not  usually  show  itself  in  pregnancy  until 
the  seventh  or  eighth  month,  and  often  not  until  the  approach 
of  labor.     Sometimes,  however,  it  appears  earlier,  even  so  early 
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as  the  third  month.  It  is  generally  attended  with  oedema  of 
the  lower  extremities,  sometimes  also  of  the  face  and  upper 
parts  of  the  body. 

Blot  found  among  the  patients  of  a  lying-in  hospital,  that  one 
pregnant  woman  in  five  had  albumen  in  the  urine :  this  esti- 
mate is  evidently  very  much  too  high  for  a  general  average. 
Abeille  found,  in  private  practice,  the  proportion  to  be  one  in 
ten;  and  Van  Arsdale  and  Elliott,  one  in  fifty-six.  (New  York 
Journ.  of  Med.,  1856.)  This  last  estimate  is  probably  the  most 
nearly  correct. 

The  albuminuria  of  pregnancy,  and  the  accompanying  ana- 
sarca, usually  go  on  increasing  up  to  the  time  of  delivery,  and 
then  rapidly  pass  away.  As  a  rule,  the  albumen  is  quite  gone 
in  forty-eight  hours^  sometimes  even  in  twenty-four  hours ;  but 
it  may  not  wholly  disappear  for  ten  or  fifteen  days.  If  it  con- 
tinue beyond  this  last  period,  the  gravest  apprehensions  of  or- 
ganic renal  disease  are  justified. 

A  certain  number  of  pregnant  women  having  albuminuria 
(probably  about  one  in  ten)  are  affected  with  epileptiform  con- 
vulsions (or  eclampsia)  before,  during,  or  after  labor.1 

If  we  inquire  into  the  Origin  of  albuminuria  in  pregnancy, 
two  conditions  present  themselves,  which,  together  or  separately, 
are  capable  of  explaining  its  occurrence :  these  are  (a)  passive 
congestion  of  the  kidneys  from  pressure  of  the  womb  on  the 
renal  veins,  and  (b)  the  altered  quality  of  the  blood  which  is 
proper  to  the  pregnant  state. 

The  growing  womb,  mounting  into  the  abdomen,  necessarily 
exercises  a  certain  compression  on  the  contents  of  that  cavity; 
and,  among  other  structures,  on  the  inferior  cava  and  renal 
veins.  This  mechanical  pressure  occasions  a  passive  congestion 
of  the  kidneys,  which,  if  sufficiently  severe,  induces  albumen 
to  appear  in  the  urine,  together  with  blood  and  tube-casts. 
That  this  is  one  of  the  most  efficient  causes  of  albuminuria  in 
pregnancy,  is  indicated  by  the  fact  that  primiparae,  in  whom  the 
parts  are  resistant,  and  the  pressure  therefore  intense,  are  dis- 
proportionately liable  to  albuminuria;    also  by  the  fact  that 

1  The  liability  of  albuminuric  pregnant  women  to  eclampsia,  is  estimated  at  a 
much  higher  rate  than  this  by  Blot,  Mayer,  and  Devilliers  and  Kegnauld.  The 
united  statistics  of  these  observers  give  a  proportion  of  about  1  in  4.  Taking 
all  pregnancies  together — with  and  without  albuminuria — about  1  in  500  are  com- 
plicated with  eclampsia.     Braun  gives  the  proportion  as  1  in  545. 
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albumen  does  not  usually  appear  in  the  urine  until  the  later 
periods  of  gestation,  when  the  venous  stagnation  has  reached 
its  height. 

The  altered  condition  of  the  blood  probably  contributes  more 
to  the  establishment  of  the  cedematous  swellings,  especially  in 
the  upper  parts  of  the  body,  than  the  mechanical  pressure.  The 
blood,  in  pregnancy,  is  poorer  in  red  corpuscles  and  more 
watery  than  natural — a  condition  highly  favorable  to  serous 
transudation,  and  to  the  production  of  anasarca  and  albuminous 
urine. 

The  expulsion  of  the  foetus  is,  as  has  been  stated,  commonly 
the  signal  for  the  disappearance  of  the  cedematous  swellings, 
and  the  restoration  of  the  urine  to  its  healthy  state ;  but  in  a 
certain  number  of  cases  eclamptic  convulsions  break  out  about 
the  time  of  parturition,  and  of  these  about  30  per  cent,  prove 
fatal ;  in  certain  other  cases  the  albuminuria  does  not  disappear 
after  delivery,  but  persists,  with  or  without  dropsical  effusions, 
until  there  is  no  longer  any  doubt  that  genuine  and  confirmed 
B right's  disease  has  been  established. 

There  has  been  much  dispute  as  to  the  exact  nature  of  the 
connection  between  the  events  here  enumerated  and  the  puer- 
peral state.  It  has  been  on  the  one  hand  alleged,  and  on  the 
other  hand  denied,  that  the  pregnant  state  is  an  effective  exciting 
cause  of  Bright's  disease :  it  has  also  been  both  alleged  and 
denied  that  puerperal  convulsions  are  of  renal  (ursemic)  origin. 

There  can  be  no  doubt  that  many  of  the  cases  in  which 
Bright's  disease  coexists  with,  or  follows,  the  pregnant  state, 
are  examples  of  the  coincidence  of  two  mutually  independent 
conditions.  Pregnant  women  are  of  course  liable,  like  other  per- 
sons, to  contract  Bright's  disease  from  any  of  its  ordinary  causes; 
and,  again,  women  who  are  already  the  subjects  of  Bright's 
disease  may  become  pregnant.  But  after  eliminating  the  cases 
belonging  to  these  two  categories,  there  are  still,  as  I  believe,  a 
considerable  number  in  which  Bright's  disease  has  been  really 
caused  by  pregnancy.  The  Registrar-General's  reports  furnish 
some  valuable  evidence  on  this  point.  In  the  five  years  1857-61, 
there  were  registered  6220  deaths  from  Bright's  disease.  Of 
these  3699  were  males,  and  2521  females — being  in  the  propor- 
tion of  68  females  to  every  100  males:  this  was  the  relative  pro- 
portion between  the  two  sexes  at  all  ages.     But  the  deaths  of 
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women  from  Briglit's  disease  during  the  child-bearing  years  of 
life  (from  twenty  to  forty-five),  far  exceeded  this  proportion — 
being  as  high  as  80  women  to  every  100  men.  After  the  age  of 
45,  the  proportion  of  deaths  from  Bright's  disease  sank  again  to 
59  women  for  every  100  men.  There  seems  no  other  conclusion 
to  be  drawn  from  these  numbers,  than  that  the  puerperal  state 
is  a  prolific  cause  of  Bright's  disease. 

Another  question  of  considerable  interest  is  whether  puerperal 
eclampsia  is  due,  or  not,  to  ursemic  poisoning.  The  affirmative 
has  been  warmly  supported  by  Frerichs,  Braun,  Litzmann,  Wie- 
ger  and  others ;  and  the  negative  by  Scanzoni,  Depaul,  Rosen- 
stein,  and  several  more. 

On  the  affirmative  side  it  has  been  shown :  (1)  that  eclamptic 
fits  are  similar,  symptom atically,  to  ursemic  convulsions ;  (2) 
that  albumen  is  almost  invariably  present  in  the  urine  of  eclamp- 
tic patients ;  and  that  in  several  cases  undoubted  evidence  of 
Bright's  disease  has  been  found  in  the  kidneys  after  death ;  (3) 
that,  frequently,  anasarca  of  the  upper  parts  of  the  body,  and 
dryness  of  the  skin,  coexist  with  albuminuria,  and  confirm  the 
diagnosis  of  Bright's  disease. 

On  the  opposite  side  it  is  alleged :  (1)  that  there  are  authentic 
instances  (apart  from  epilepsy,  apoplexy,  or  hysteria)  of  puerpe- 
ral eclampsia  without  albuminuria  ;x  (2)  that  anatomical  evidence 
of  Bright's  disease  has  only  been  found  in  a  minority  of  the 
cases;  that  more  frequently  the  kidneys  have  only  been  found 
congested,  without  any  organic  alterations  which  could  be  iden- 
tified with  any  form  of  Bright's  disease;  (3)  that  other  causes 
(than  Bright's  disease)  have  been  repeatedly  found  in  the  bodies 
of  persons  dying  of  puerperal  eclampsia,  namely,  oedema  of  the 
brain,  and  congestion  of  the  meninges,  which  probably  were 
not  without  concern  in  bringing  about  the  attacks. 

The  want  of  segregation  of  irrelevant  cases  prevents  the  pos- 
sibility of  a  clear  analysis  of  the  facts  adduced  in  this  dispute. 
But  it  is  evident  that  the  existence  of  well-attested  cases  of 
eclampsia  without  a  trace  of  albumen  in  the  urine,  is  fatal  to 
the  universality  of  the  ursemic  theory.  On  the  other  hand,  the 
not  infrequent  coexistence  of  undoubted  Bright's  disease,  leads 

1  Among  other  examples,  the  following  may  be  referred  to:  Abeille,  1.  c.,  p. 
607;  Kiedel,  Zeitschr.  f.  d.  Geburtsheilk.,  1858,  p.  13;  Kossi,  ibid.  1863,  Bd.  II, 
p.  72. 
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strongly  to  the  conviction,  that,  in  many  cases,  the  convulsions 
are  truly  ursemic.  It  must  not,  however,  he  forgotten,  that 
pregnant  women  who  are  the  subjects  of  confirmed  Bright's 
disease  frequently  pass  through  lahor  without  the  least  convul- 
sive disturbance. 

As  the  evidence  now  stands,  puerperal  eclampsia  cannot  al- 
ways be  attributed  to  one  and  the  same  invariable  cause.  In 
some  instances,  the  convulsions  appear  to  be  essentially  of  a  re- 
flex character,  arising  from  irritation  of  the  generative  organs, 
acting  on  a  nervous  system  in  a  state  of  exalted  sensibility.  It 
is  at  the  period  when  this  sensibility  attains  its  maximum, 
namely,  during  the  act  of  labor,  that  convulsions  usually  break 
forth.  But  it  is  likewise  about  the  same  period  that  the  pressure 
within  the  abdomen  becomes  most  intense,  and  the  stagnation 
in  the  renal  veins  and  interruption  to  the  secretion  of  urine 
most  complete.  When  the  act  of  birth  commences  there  are 
added  to  these  causes  of  disturbance,  violent  and  general  mus- 
cular contractions  causing  suffusion  of  the  features  and  conges- 
tion of  the  cephalic  meninges.  Several  explosive  elements  are 
thus  brought  together  at  the  same  period ;  and  it  is  scarcely  to 
be  wondered  at,  that  the  equilibrium  of  the  nervous  system 
should  be  thereby  occasionally  overset. 

The  recognition  of  two  or  more  categories  of  puerperal  eclamp- 
sia, is  of  much  importance  both  for  prognosis  and  treatment ;  and 
the  want  of  some  rational  classification  of  the  cases  is  doubtless 
one  cause  of  the  discrepancies  in  the  experience  of  different 
observers  as  to  the  beneficial  effects  of  venesection  and  other 
plans  of  treatment. 

At  least  three  categories  seem  to  deserve  to  be  recognized, 
viz. :  1.  Cases  depending  on  confirmed  and  chronic  Bright's  disease. 
In  these  the  eclampsia  must  be  regarded  as  mainly  or  wholly 
uraemic;  the  ultimate  prognosis  is  lethal,  and  depletive  mea- 
sures are  less  indicated  than  chloroform,  &c.  2.  Cases  depending 
on  passive  congestion  of  the  kidneys,  or  on  a  condition  resembling,  if 
not  identical  with,  acute  Bright's  disease.  These  are  usually  primi- 
parse ;  the  phenomena  are,  probably,  partly  urgemic  and  partly 
reflex ;  the  prognosis  is  favorable,  were  the  fits  once  over;  active 
depletive  measures  are  indicated.  3.  Cases  depending  on  reflected 
uterine  irritation  and  meningeal  congestion.     In  these  the  urine  is 
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not  albuminous ;  the  prognosis  is  favorable,  were  the  fits  over : 
they  call  for  active  depletory  measures. 

Something  remains  to  be  said  in  the  way  of  diagnostic  indi- 
cation, in  cases  of  pregnancy  complicated  with  albuminuria. 

The  urine  of  a  pregnant  women  being  found  albuminous — 
how  shall  it  be  known,  whether  there  exists  confirmed  Bright's 
disease  or  only  a  temporary  disorder  which  will  harmlessly  sub- 
side after  parturition  ?  The  following  points  tell  strongly  for 
confirmed  Bright's  disease — an  abundant  flow  of  pale  urine  of 
low  density ;  presence  of  granular  or  fatty  casts ;  a  considerable 
amount  of  albumen  and  yet  a  relaxed  state  of  the  abdomen  and 
tissues  generally ;  anaemia ;  a  hypertrophied  left  ventricle  ;  ana- 
sarca equally  distributed  (or  nearly  so)  over  the  whole  body. 
The  points  which,  on  the  other  hand,  tell  in  favor  of  congestion, 
or  of  acute  (and  curable)  Bright's  disease  are — evident  signs  of 
severe  pressure  within  the  abdomen ;  the  patient  being  a  primi- 
para ;  the  quantity  of  albumen  in  the  urine  appearing  to  bear  a 
proportion  to  the  existing  venous  congestion ;  the  urine  being 
high-colored,  scanty,  and  dense ;  the  anasarca  being  mostly,  or 
altogether,  confined  to  the  lower  extremities ;  absence  of  anae- 
mia and  cardiac  hypertrophy. 

By  attention  to  these  points  I  have  been  able,  in  the  cases 
which  have  fallen  under  my  observation,  to  frame  a  diagnosis 
which  the  event  has  justified. 
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PRELIMINARY    REMARKS. 

Cases  characterized  by  albuminuria  and  dropsy,  depending  on 
structural  changes  in  the  kidneys,  are  classed  together  under  the 
general  title  of  Bright's  Disease. 

Several  different  pathological  states  are  doubtless  included 
under  this  designation;  and  the  cases  present  considerable 
diversity,  not  only  in  the  acuteness  of  their  course  but  also  in 
their  modes  of  origin  and  symptoms.  Numerous  attempts  have 
been  made  to  divide  and  classify  the  various  conditions  of  the 
kidney  found  after  death  from  Bright's  disease,  and  to  connect 
each  with  its  appropriate  clinical  history.  Hitherto  none  of 
these  attempts  have  obtained  general  assent ;  and  a  regrettable 
confusion  of  nomenclature  has  been  added  to  the  inherent  in- 
tricacies of  the  subject.  Notwithstanding  the  diversities  just 
referred  to,  the  points  of  resemblance  between  the  several  varie- 
ties of  Bright's  disease  are  so  strong  and  so  numerous,  that  they 
form  an  easily  recognized  clinical  group.  This  resemblance 
arises,  in  great  part,  from  the  circumstance  that  the  structural 
changes  in  the  kidneys,  various  as  they  may  be,  bring  about  the 
same  ultimate  results,  namely,  impoverishment  of  the  blood  from 
loss  of  albumen,  with  poisoning  of  it  from  retention  within  the 
body  of  the  excrementitious  matters  of  the  urine ;  and  the  more 
prominent  symptoms  in  Bright's  disease  arise  from  this  changed 
condition  of  the  blood,  rather  than  from  the  direct  effects  of  the 
structural  changes  in  the  kidneys. 

Opinions  are  divided,  in  the  first  place,  as  to  whether  there 
be  a  fundamental  unity  beneath  the  apparent  diversity ;  in  other 
words,  whether  the  "large,  smooth,  white  kidney,"  the  "small 
smooth  kidney,"  the  "granular  uncontracted  kidney,"  and  the 
"granular  contracted  kidney,"  are  successive  stages  of  one  and 
the  same  pathological  process,  or  represent  radically  distinct 
diseases. 

Dr.  Bright,  whose  researches  on  this  subject  have  made  his 
name  so  renowned  in  medical  science,  expresses  himself  quite 
doubtfully  on  this  point.  In  his  introductory  remarks  to  the 
twenty-three  cases  first  published  by  him  in  1827,  he  says: 
"From  the  observations  which  I  have  made,  I  have  been  led  to 
believe  that  there  may  be  several  forms  of  disease  to  which  the 
kidney  becomes  liable  in  the  progress  of  dropsical  affections.     I 
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have  even  thought  that  the  organic  derangements  which  have 
already  presented  themselves  .to  my  notice,  will  authorize  the 
establishment  of  three  varieties,  if  not  of  three  completely  sepa- 
rate forms  of  diseased  structure."  But  toward  the  close  of  the 
same  remarks  he  observes  :  "Although  I  hazard  a  conjecture  as 
to  the  existence  of  these  three  different  forms  of  disease,  I  am 
by  no  means  confident  of  the  correctness  of  this  view.  On  the 
contrary,  it  may  be  that  the  first  form  of  degeneracy  to  which  I 
refer  never  goes  much  beyond  the  first  stage;  and  that  all  the 
other  cases,  together  with  the  second  series  and  the  third,  are  to 
be  considered  only  as  modifications,  and  more  or  less  advanced 
states  of  one  and  the  same  disease."  (Reports,  pp.  67  and  69.) 

Soon  after  the  period  when  these  sentences  were  written,  a 
new  vantage  ground  for  the  study  of  renal  diseases  was  acquired 
by  the  researches  of  Mr.  Bowman,  which  threw  a  strong  light 
on  the  intricate  anatomy  of  the  kidney.  Histologists  of  emi- 
nence both  in  this  country  and  Germany — Busk,  Toynbee, 
Simon,  Henle,  Rokitansky,  Yirchow — and  inquirers  who  have 
made  the  subject  a  special  study — Johnson,  Frerichs,  Basham, 
Dickinson,  and  many  more — have  worked  with  unexampled 
perseverance  to  ascertain  the  nature  and  arrange  the  varieties 
of  the  morbid  processes  taking  place  in  the  kidneys  in  Bright's 
disease ;  and  yet  the  same  doubt  which  possessed  the  mind  of 
Bright  hangs  over  the  subject  at  the  present  day. 

All  this  labor  has  not,  of  course,  been  thrown  away.  On 
the  contrary,  much  light  has  been  shed  on  a  number  of  points, 
and  data  of  importance  have  been  obtained  for  prognosis  and 
treatment.  More  especially  the  examination  of  the  organic 
admixtures  of  the  urine — renal  epithelium  and  casts  of  the  uri- 
niferous  tubes — has  yielded  to  Dr.  George  Johnson  results  of 
the  highest  clinical  value,  which  claim  for  him  a  pre-eminent 
mention  in  this  field  of  pathology. 

Frerichs  considers  that  Bright's  disease  is  essentially  one, 
and  that  it  is  of  an  inflammatory  nature.  He  divides  the  ana- 
tomical changes  in  the  kidneys  into  three  forms,  which  he 
regards  as  stages  of  the  same  fundamental  process,  namely : 

1.  The  stage  of  hyperemia  and  commencing  exudation. 

2.  The  stage  of  exudation  and  commencing  change  of  the 

exudation.  • 

3.  The  stage  of  degeneration  and  atrophy. 
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Dr.  Johnson,  on  the  other  hand,  recognizes  several  distinct 
processes  under  the  common  heading  of  Bright's  disease — but 
chiefly  two,  and  both  of  an  inflammatory  nature — one  charac- 
terized by  a  shedding  and  destruction  of  the  epithelial  lining  of 
the  uriniferous  tubes  (desquamative  nephritis)  and  one  without 
such  desquamation,  and  affecting  the  intertubular  structures  of 
the  organ  (non-desquamative  nephritis).  He  also  gives  a  separate 
place  to  "  fatty  degeneration"  and  "  waxy  degeneration"  of  the 
kidney. 

Dr.  Dickinson,  in  two  remarkable  papers,  based  on  the  ex- 
amination of  the  kidneys  and  the  clinical  records  of  369  cases 
which  terminated  fatally  in  St.  George's  Hospital,  divides  the 
disease  into  two  varieties  :  1.  Tabular  disease,  which  consists  in 
a  catarrhal  affection  of  the  uriniferous  tubes.  In  this  variety, 
the  kidney  is  smooth  on  the  surface,  enlarged,  and  red  or  white 
in  color;  in  very  advanced  cases  (which  are  rare)  the  kidney 
becomes  atrophied :  2.  Intertubular  disease,  in  which  he  conceives 
that  an  exudation  is  thrown  out,  and  penetrates  between  the 
tubuli,  involving  them  and  the  Malpighian  bodies  in  destruc- 
tion. In  this  second  variety  the  kidney  is  always  granulated 
on  the  surface,  and,  very  generally,  atrophied. 

It  would  lead  me  too  far  to  discuss  the  merits  of  these  and 
the  many  other  classifications  which  have  been  put  forth.  I 
content  myself  with  simply  indicating  the  more  important  ones. 
In  the  following  pages  the  subject  will  be  treated  from  a  clini- 
cal, rather  than  an  anatomical,  point  of  view,  and  the  cases  will 
be  classified  under  the  main  heads  of  acute  and  chronic  Bright's 
disease.  The  former  embraces  a  compact  and  universally  re- 
cognized group,  which  formerly  went  under  the  designation  of 
"inflammatory  dropsy."  It  corresponds  to  the  acute  desqua- 
mative nephritis  of  Johnson,  to  the  first  stage  of  Frerichs,  and 
to  the  acute  tubular  disease  of  Dickinson.  The  latter  includes 
the  protracted  cases,  which  either  have  lapsed  into  a  chronic 
state  from  the  acute  form,  or,  which  is  far  more  frequent,  have 
been  chronic  from  the  beginning.  Three  types  of  chronic 
Bright's  disease  will  be  recognized:  1.  Cases  which  have 
lapsed  from  the  acute  state  (kidney  smooth,  white,  generally 
large,  exceptionally  dwindled).  2.  Cases  which  have  been 
chronic  from  the  beginning  (kidney  granular,  red,  contracting). 
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3.  Cases  associated  with  waxy  or  lardaceous  (so-called  amyloid) 
degeneration  of  the  kidneys. 

The  presence  of  fat  in  the  renal  substance,  and  in  the  epithe- 
lium of  the  tubes,  is  not  special  to  any  one  type  of  renal 
degeneration;  but  is  found  associated  with  anatomical  changes 
of  the  most  varied  kinds :  it  has  therefore  no  claim  to  a  sepa- 
rate consideration.1 

1  Note  on  the  recent  advances  in  the  anatomy  of  the  kidney. — Much 
reliance  cannot  be  placed  on  the  exactness  of  the  descriptions  hitherto  made  of 
the  microscopical  changes  occurring  in  the  kidneys  in  Bright's  disease.  The 
flagrant  discrepancies  between  the  descriptions  of  various  high  authorities  is 
notorious.  It  is  for  this  reason  that  I  have  adopted  a  clinical  instead  of  an  ana- 
tomical basis  of  classification  ;  and  that  in  the  account  of  the  morbid  anatomy  of 
the  disease,  greater  prominence  is  given  to  the  alterations  appreciable  by  the 
naked  eye  than  to  those  which  are  revealed  by  the  microscope.  The  explanation 
of  many  of  the  discrepancies  here  alluded  to  is,  doubtless,  to  be  found  in  the  er- 
roneous views  hitherto  held  respecting  the  normal  anatomy  of  the  kidney. 

The  recent  researches  of  Henle,  Luschka,  Krause,  Chrzonszczewsky,  Colberg, 
Ludwig  and  Zawarj-kin,  Both,  Schweigger-Seidel  and  other  German  inquirers, 
make  it  abundantly  evident,  that  the  account  hitherto  accepted,  on  the  authority 
of  Mr.  Bowman,  of  the  course  and  structure  of  the  uriniferous  tubes,  requires 
considerable  modification.  Henle,  in  the  remarkable  brochure  which,  in  1862, 
gave  a  new  impulse  to  this  inquiry,  announced  that  there  existed  in  the  pyra- 
midal portions  of  the  kidney  two  essentillay  different  orders  of  tubes.  The  one 
order  consisted  of  larger  tubes,  which  ran  downwards  to  open  on  the  papillae ; 
these  he  called  the  open  canals.  The  other  order  consisted  of  much  narrower 
tubes,  which,  after  running  down  a  varying  distance  into  the  pyramids,  made  a 
sharp  loop-like  bend,  and  reascended  into  the  cortical  substance :  these  latter  he 
named  looped  canals.  Henle  believed  that  these  two  systems  of  tubes  were, 
throughout,  distinct  from  each  other ;  that  the  open  canals,  starting  from  the 
openings  on  the  papilla?,  ascended  into  the  cortex,  and  then  divided  and  sub- 
divided until  at  length  they  formed  a  network  of  communicating  channels  ;  that 
the  looped  canals,  on  the  other  hand,  constituted  a  closed  system  of  tubes,  each 
thread  of  which  began  in  a  Malpighian  body,  and,  after  sundry  convolutions,  de- 
scended into  a  pyramid,  where  it  turned  on  itself  in  the  form  of  a  loop,  reas- 
cended into  the  cortex,  and  finally  terminated  in  a  second  Malpighian  body. 

The  subsequent  researches  of  Ludwig  and  Zawarykin,  of  Both,  and  of  Schweig- 
ger-Seidel— made  independently  of  each  other,  and.  remarkably  in  agreement  on 
the  main  points — show  that  Henle  was  in  error  in  supposing  that  the  two  sys- 
tems of  canals  did  not  communicate  with  each  other.  These  observers  succeeded 
in  establishing  the  continuity  of  the  tubes  which  originate  in  the  Malpighian 
bodies,  with  the  excretory  canals  which  debouch  into  the  infundibula  on  the 
surface  of  the  papilla? — in  so  far  restoring  the  original  view  of  Bowman.  It 
cannot  be  said  that  the  termination  of  the  inquiry  has  yet  been  reached ;  the 
subject  is  still  sub  judice ;  but  enough  has  been  done  to  render  it  highly  probable 
that  the  following  scheme  (after  Schweigger-Seidel)  of  the  course  and  structure 
of  the  uriniferous  canals  is,  in  the  main,  correct. 

If  the  course  of  a  uriniferous  tube  be  followed  in  the  direction  taken  by  the 
urine,  we  shall  find  that,  starting  from  a  Malpighian  body,  it  immediately  falls 
into  a  knot  of  windings  or  convolutions.  Emerging  from  these,  it  bends  down- 
wards towards  the  pyramids,  and  following  a  straight  course,  descends  into  one 
of  these  to  a  varying  depth  ;  it  then  turns  up  again,  and  reascends  into  the  corti- 
cal part ;  here  it  forms  a  second  and  smaller  series  of  windings,  and  finally  bends 
down  once  more,  joins  with  others  similar  to  itself,  and  passes  straight  into  the 
pyramidal  portion,  when  it  unites,  two  and  two,  with  other  straight  canals,  and 
issues  at  length,  greatly  enlarged,  in  an  open  mouth  on  the  surface  of  a  papilla. 

The  looped  section  of  the  tube,  which  dips  into  the  pyramids  (that  portion 
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The  special  etiology  of  the  several  types  of  B right's  disease 
will  be  separately  considered  in  the  two  following  chapters,  but 
it  will  be  convenient  in  this  place  to  consider  some  of  the 
points  bearing  on  the  etiology  of  Bright's  disease  as  a  whole. 

The  want  of  uniformity  in  our  nomenclature  of  organic 
diseases  of  the  kidneys  has  considerably  lessened  the  value  of 
the  returns  of  the  Registrar-General  in  this  field  of  pathology. 
Cases  registered  on  the  certificate  of  death  as  "  Bright's  disease" 
are  entered  in  these  returns  as  "  nephria;"  but  it  is  evident 
that  the  larger  number,  even  of  the  cases  recognized  as  Bright's 
disease  during  life,  are  not  so  registered,  but  are  classified  under 
the  heads  "nephritis"  and  "kidney  disease."  To  obtain  some 
idea  of  the  prevalence  of  Bright's  disease,  let  us  take  the  num- 
bers under  these  three  designations.  There  were  registered  in 
England  and  Wales,  in  1861 — 

1448  deaths  from  "nephria," 

306  "  "  nephritis," 

2318  "  "  kidney  disease," 

— making  a  total  of  4072.  This  yields  only  a  proportion  of  0.93 
per  cent,  of  the  total  deaths  from  all  causes — a  number  which 
is  probably  considerably  below  the  true  proportionate  mortality 
from  Bright's  disease.  Without  admitting,  with  Mr.  Simon, 
that  two-thirds  of  the  cases  of  Bright's  disease  run  a  latent  or 
undiscovered  course,  it  must  be  allowed  that  a  very  large  num- 
ber are  overlooked  in  these  returns,  and  are  probably  to  be 

which  intervenes  between  the  two  knots  of  windings)  undergoes  in  a  considera- 
ble length  of  its  course,  a  remarkable  narrowing  of  its  diameter.  This  narrow 
part  is  only  about  one-third  of  the  width  of  the  remainder  of  the  canal.  The 
narrowing  is  due  to  a  change  in  the  epithelium,  which,  in  this  part,  consists  of 
perfectly  clear,  small,  flat  cells,  with  prominent  nuclei,  whereas  in  the  wider  por- 
tions, the  epithelium  is  composed  of  thick,  opaque,  granular  cells,  which  nearly 
fill  the  lumen  of  the  tube.  The  available  bore  of  the  narrow  part  appears  to  be 
as  large  as  that  of  the  wider  portions.  The  narrow  part  generally  forms  the 
actual  bend  of  the  loop,  and  a  certain  length  of  its  descending  and  ascending 
limb ;  but  sometimes  the  narrowing  begins  and  comes  to  an  end  in  the  descend- 
ing limb  of  the  loop.  The  following  references  may  be  consulted  for  full  details 
on  this  subject:  Henle — Zur  Anatomie  der  Niere,  Gott.,  1862;  Luschka — Anato- 
mie  des  Menschen,  Tubingen,  1863,  p.  299;  Ludwig  and  Zawarykin — Sitzungsb. 
d.  Kais.  Akad.  der  Wissenschaften,  Vienna,  1863  ;  Roth — Schweizer.  Zeitschr.  f. 
Heilk.,  Bern.,  1864,  p.  1  ;  Chrzonszczewsky — Archivf.  path.^Anat.,  1864,  p.  153 ; 
Schweigger-Seidel — Die  Nieren  des  Menschen,  Halle,  1865 ;  Frey — Das  Micros- 
cop,  &c.j  p.  361,  Leipz  ,  1863;  also  the  new  edition  of  Henle's  Anatomy. 
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found  among  the  7301  entered  as  "  dropsy,"  or  among  those 
entered  under  "  convulsions,"  "  pneumonia,"  and  other  head- 
ings.1 

B right's  disease  is  about  one-third  more  common  among  men 
than  women  (863  males  to  585  females).  This  excess  of  deaths 
among  males,  although  present  at  every  age,  is  not  equal  at  the 
different  periods  of  life  :  it  is  most  marked  between  the  ages  of 
forty-five  and  sixty-five. 

The  mortality  from  Bright's  disease  shows  a  progressive  in- 
crease from  childhood  up  to  the  age  of  45 ;  in  the  succeeding 
20  years  (45  to  65)  the  mortality  continues  steady,  at  a  some- 
what lower,  but  still  high,  rate ;  the  next  decade  (65-75)  shows 
a  decided  diminution  as  regards  Bright's  disease,  though  the 
general  mortality  at  this  epoch  is  at  its  highest  point.  These 
facts  are  exhibited  in  the  following  table  : 

Table  showing  the  number  of  Deaths  registered  as  "  Nephria"   (Bright's  disease) 
in  England  and  Wales,  in  1861,  at  the  different  periods  of  life. 


Under 
5  years. 

5-15 
years. 

15—25 

years. 

25—35 
years. 

35—15 

years. 

45—55 
years. 

55—65 
years. 

65 — 75 
years. 

75  yrs 
and 
upwds. 

Total 

at 
all  ages. 

Males,  .     .     . 
Females,   . 

33 

27 

45 
34 

64 
61 

114 

84 

171 
116 

159 

87 

146 
98 

104 
60 

27 
18 

863 
585 

Both  sexes,    . 

60 

79 

125 

198 

287 

246 

244 

164 

45 

1448 

That  complex  of  impressions  which  is  familiarly  known  as 
taking  cold  is  the  common  cause  of  Bright's  disease  in  its  acute 
form.  Cold,  operating  more  slowly  and  continuously,  also  con- 
stitutes a  prolific  source  of  chronic  Bright's  disease.  Persons 
whose  occupation  exposes  them  to  cold,  wet,  and  the  inclemen-. 
cies  of  the  seasons,  without  adequate  protection — those  who 
work  in  hot  workshops,  and  are  in  the  habit  of  going  to  cool 
their  reeking  bodies  in  the  open  air — the  indigent  classes,  who 
dwell  in  damp  cellars,  insufficiently  clad  and  ill-fed,  amid  dirt 
and  squalor,  furnish  a  large  quota  of  victims  to  this  disease. 

Dr.  Johnson  is  at  especial  pains  to  explain  the  modus  oper- 

1  It  is  evident,  however,  that  Bright's  disease  is  gradually  becoming  better 
known  in  this  country,  and  more  frequently  identified.  In  1852,  only  570  deaths 
were  entered  under  "  nephria. ;'  In  each  successive  year  the  number  rose,  quite 
out  of  all  proportion  to  the  increase  of  the  population,  until  in  1861  it  reached 
1448,  nearly  thrice  as  many  as  in  1852.  Correspondingly,  the  entries  under 
"  dropsy"  diminished,  from  9788  to  7301,  for  the  same  two  years. 
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audi  of  this  frequent  cause  of  renal  disease.  He  contends  that 
the  defective  action  of  the  skin  causes  certain  deleterious  mat- 
ters to  accumulate  in  the  blood,  and  that  the  burden  of  their 
elimination  is  thrown  upon  the  kidneys,  which  receive  injury 
thereby.  It  is  impossible  to  accept  this  view  without  great  limi- 
tation, seeing  that  suppressed  cutaneous  transpiration  ushers  in 
a  multitude  of  inflammatory  and  febrile  conditions,  without  pro- 
voking renal  disease.  When  a  person  "  takes  cold,"  it  is  a  fact 
that  the  secretion  of  the  skin  is  very  much  diminished  or  alto- 
gether suppressed :  but  it  is  not  possible  to  predicate  on  what 
organ  the  injurious  impression  will  ultimately  settle — whether 
on  the  bronchial  tubes,  the  pleura,  the  lung-tissue,  the  kidneys, 
or  some  other  organ  or  part  of  the  body ;  so  that  it  cannot  be 
maintained  that  there  is  any  special  relation  between  suppressed 
cutaneous  secretion  and  the  genesis  of  renal  disease. 

The  abuse  of  spirituous  liquors  ranks  high — probably  higher 
than  any  other  single  circumstance — as  a  determining  cause  of 
Bright's  disease.  Christison  estimates  the  proportion  due  to 
this  cause,  in  Edinburgh,  as  three-fourths  or  four-fifths  of  all 
the  cases;  and  he  justly  remarks  that  it  is  not  habitual  drunk- 
ards only  who  show  this  tendency  to  renal  disease,  but  dram- 
drinkers,  who  are  in  the  constant  practice  of  using  ardent  spirits 
several  times  in  the  course  of  the  day,  without  becoming  actually 
intoxicated.  In  this  neighborhood  the  cases  due  to  intemperance 
have  not  seemed  to  me  to  exceed  a  fourth  of  the  whole. 

Malt  liquors — though  far  less  pernicious  than  spirits — are 
not  without  influence  to  produce  Bright's  disease  when  largely 
indulged  in.  In  a  journeyman  baker,  recently  under  my  care 
at  the  Infirmary,  the  disease  was  clearly  traced  to  a  habit  of 
fuddling  himself  with  beer  from  Saturday  evening  to  Monday 
morning,  which  the  patient  had  followed  for  several  years. 

Very  frequently  intemperate  habits  go  hand  in  hand  with  a 
grimy  skin  and  exposed  occupations;  and  the  subjects  of 
Bright's  disease  are  found  disproportionately  numerous  among 
laborers,  well-sinkers,  cabmen,  carters,  hawkers,  glass-blowers, 
smelters,  and  puddlers. 

A  large  number  of  cases  arise  in  connection  with  some  con- 
stitutional vice,  more  especially  tuberculosis  or  struma.  Among 
the  easier  classes,  gout  and  constitutional  syphilis  are  promi- 
nent antecedents. 
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I  have  not  met  with  any  case  occurring  as  a  sequela  to  ague. 
Both  Becquerel  and  Frerichs  likewise  state  that,  in  dropsies 
following  intermittent  fevers,  they  had  never  found  evidence  of 
kidney  disease;  but  Rosenstein  found  no  less  than  23  per  cent, 
of  the  cases  of  Bright's  disease  in  the  Dantzic  Hospital  refer- 
rible  to  antecedent  ague.  The  character  of  the  epidemic  (as 
with  scarlatina)  exercises  a  marked  influence  on  the  frequency 
of  this  complication.  Heidenhain,  who  had  an  opportunity  of 
watching  a  series  of  epidemics  of  ague  in  Marienwerder,  states 
that  neither  dropsy  nor  renal  mischief  occurred  in  the  earlier 
ones ;  but  in  the  latest  epidemic  secondary  renal  disease  wa8 
encountered  in  almost  every  case.1 

Chronic  affections  of  the  lower  urinary  imssages  (cystitis,  stric- 
ture, &c.)  frequently  lay  the  foundation  of  renal  disease.  In  a 
boy  of  seven,  who  lately  died  in  the  Royal  Infirmary,  a  small 
stone  no  larger  than  an  almond  was  found  lodged  near  the 
neck  of  the  bladder.  Repeated  sounding  had  failed  to  detect  it 
during  life;  operation  was  consequently  not  performed.  For 
some  weeks  before  death  genuine  anasarca  had  shown  itself. 
The  kidneys  were  found  wasted  to  an  extreme  degree;  the 
cortical  substance  was  reduced  to  a  thin  edge  no  thicker  than  a 
shilling;  the  pelvis  of  the  kidney  and  the  ureters  were  dilated, 
and  their  lining  membrane  thickened  and  bathed  in  pus.  In 
cases  of  this  class  there  is  a  double  influence  tending  to  produce 
renal  degeneration,  namely,  the  long-continued  exhausting  sup- 
puration and  direct  transmission  of  the  inflammatory  process  bv 
continuity  of  tissue. 

The  use  of  mercury,  which  Wells  and  Blackall  believed  ca- 
pable of  producing  albuminuria  and  renal  mischief,  has  not 
been  found,  by  observers  of  wider  experience,  to  have  this 
effect.  Rayer  and  Desir,  out  of  forty  cases  treated  with  mer- 
cury at  the  Hopital  des  Ve'ne'riens,  only  found  a  slight  quantitv 
of  albumen  in  two — in  both  of  which  its  presence  was  ac- 
counted for  by  the  existence  of  pus  in  the  urine.  Rayer  further 
observes  that  he  had  for  years  used  a  multitude  of  mercurial 
preparations  in  the'  treatment  of  various  diseases,  without  ever 
having  observed  the  production  of  dropsy.  He  also  states  that 
he  had  treated  a  large  number  of  gilders  affected  with  mercu- 

1  Kosenstein,  1.  c.  p.  209. 
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rial  trembling,  and  that  he  had  not  seen  a  single  case  of  dropsy 
with  coagulable  urine  supervene  during  or  after  this  trembling. 
(See  also  p.  131,  note.) 

A  certain  number  of  cases  of  chronic  Bright's  disease  pre- 
sent themselves,  in  which  the  most  searching  analyses  fail  to 
indicate  the  excitmg  cause  of  the  disorder.  In  some  of  these 
the  renal  affection  is  only  a  part-manifestation  of  some  wide- 
spread cachexy,  as  in  an  example  (M.  H.)  to  be  related  in  chap, 
iv,  in  which  fatty  degeneration  coexisted  in  the  heart,  great 
vessels,  brain,  and  kidneys. 


CHAPTER  III. 

ACUTE    BEIGHT'S   DISEASE. 

(Acute  Diffuse  Nephritis. ) 


See  references  prefixed  to  Chap.  II,  p.  295. 

Anatomical  characters. — The  kidneys  are  always  more  or  less 
enlarged — sometimes  to  twice  their  natural  size;  their  surface 
is  smooth;  the  capsule  thin,  transparent,  and  easily  stripped  off; 
their  color  varies ;  it  is  generally  a  deep  dusky  red ;  but  some- 
times a  light  fawn,  almost  white ;  in  other  cases  it  is  mottled  red 
and  white.  The  superficial  veins  are  larger  and  more  distinct 
than  natural.  When  the  kidney  is  cut  open  the  cortical  sub- 
stance is  found  to  be  increased  very  much  out  of  proportion  to 
the  pyramidal.  The  red  congested  kidney  exudes  a  bloody  sanies 
abundantly  from  the  cut  surface;  and  a  number  of  hemorrhagic 
spots  may  be  generally  seen  scattered  through  the  cortex  or 
beneath  the  capsule.  The  surface  of  the  section  is  dusky  red, 
and  studded  with  minute  darker-red  points,  which  Rayer  thought 
to  be  engorged  Malpighian  corpuscles,  but  which  Mr.  Bowman 
showed  to  be  loops  or  knots  of  convoluted  uriniferous  tubes  dis- 
tended with  blood.  The  pale  and  the  mottled  kidneys  present  a 
contrast  of  color  between  the  cortex  and  the  pyramids.  The 
latter  appear  unnaturally  red,  and  from  their  bases  radiating 
lines  of  red  spread,  fan-like,  into  the  cortical  substance.  The 
cortical  portion  is  smooth  and  white,  or  yellowish-white,  and 
spotted  like  ivory. 

Under  the  microscope,  the  chief,  and  characteristic,  alteration 
is  found  to  be,  an  immense  increase  of  the  epithelial  contents  of 
the  convoluted  tubes.  The  individual  cells  may  be  natural  in 
appearance ;  more  commonly  they  are  granular,  opaque,  or  dis- 
integrated ;  and  sometimes  a  few  oily  particles  are  detected  in 
them.     The  lumen  of  the  tubules  is  choked  up  with  epithelium ; 
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and,  in  extreme  examples,  their  diameters  are  increased  to  twice 
and  even  thrice  their  normal  measurements.  Mixed  with  the 
epithelium  is  more  or  less  blood.  In  the  straight  tubes  evidence 
of  the  same  process  is  seen,  in  a  less  intense  degree.  Their 
larger  bore  and  direct  course  favors  the  escape  of  the  detached 
epithelium,  so  that  some  of  them  are  partially  or  wholly  denuded. 
Fibrinous  exudation  is  found  in  the  tubes  of  the  cortical  and 
pyramidal  portions,  forming  glassy  cylinders,  of  various  size, 
according  as  the  tubes  have  preserved  or  have  shed  their  proper 
lining. 

The  renal  capillaries  and  the  Malpighian  tufts  are  either  in- 
tensely injected,  or  they  preserve  their  natural  appearance.  The 
intertubular  matrix  is  unaffected. 

The  morbid  process  seems  to  consist,  essentially,  in  a  catarrhal 
condition  of  the  uriniferous  tubes,  with  a  prodigious  proliferation 
of  their  epithelial  elements.  At  the  first,  there  is  an  inflam- 
matory congestion  of  the  organs,  with  rapid  swelling,  and  more 
or  less  extensive  rupture  of  the  capillaries,  especially  those  of 
the  Malpighian  bodies.  On  that  follows  increased  production 
of  epithelial  cells  :  these  multiply,  choke  up  and  distend  the 
uriniferous  tubes,  thereby  compressing  the  renal  capillaries  and 
impeding  the  circulation  through  them.  When  this  proliferation 
has  reached  a  certain  degree,  the  kidneys,  which  before  were  of 
a  dusky  red,  become  pale  or  mottled — not  so  much  from  an  ac- 
tual deficiency  of  blood  in  the  organs,  but  rather,  as  Dickinson 
explains,  from  the  white  color  of  the  masses  of  epithelium  over- 
powering the  natural  red  of  the  parts. 

The  choking  up  of  the  tubes  with  their  own  secretion  neces- 
sarily impedes  the  depurating  functions  of  the  kidneys,  and  the 
blood  is  poisoned  with  excrementitious  matters.  The  urine 
becomes  scanty  in  amount,  and  deficient  in  its  proper  constitu- 
ents ;  it  carries  with  it,  as  it  percolates  the  diseased  ducts,  loose 
epithelium,  blood  and  fibrinous  exudation,  or  detaches  whole 
tracts  of  the  lining,  all  of  which  objects  form  an  abundant  gru- 
mous  sediment  in  the  urine. 

How  soon  the  change  from  red  to  white  takes  place,  depends 
on  the  rapidity  of  the  multiplication  of  the  epithelial  cells.  I 
have  seen  the  bloodless  condition  reach  an  extreme  degree  in 
six  weeks.  Dr.  Dickinson  states  that  it  may  occur  within  four 
days. 
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Course  and  symptoms. — The  invasion  of  the  disease  is  com- 
monly abrupt,  and  traceable  to  some  definite  cause.  A  person 
takes  cold,  or  falls  into  a  fit  of  intemperance,  and  next  morning, 
or  in  two  or  three  days,  the  face  begins  to  swell,  then  the  hands 
and  body  generally.  In  another  large  class  of  cases  the  disease 
breaks  out  during  convalescence  from  scarlet  fever  or — but  much 
less  frequently — some  other  febrile  or  zymotic  complaint. 

Acute  Bright's  disease  is  usually  ushered  in  with  chilliness  or 
shivering,  headache,  nausea,  vomiting,  pains  in  the  back  and 
limbs,  arrest  of  the  cutaneous  perspiration  and  oppression  in 
the  chest.  When  fairly  established,  the  symptoms  are  exceed- 
ingly distinctive.  The  countenance  is  pale  and  puffy,  with  a 
heavy  stupid  expression;  the  limbs  and  trunk  are  anasarcous. 
The  (edematous  parts  are  resistant  on  pressure,  and  pit  little  or 
none.  More  or  less  effusion  takes  place  into  the  serous  cavities, 
especially  the  pleura  and  peritoneum. 

There  is  a  general  febrile  movement ;  the  pulse  is  hard  and 
full,  the  appetite  lost,  thirst  excessive;  the  skin  is  dry,  and 
the  whole  surface  blanched  and  tumefied.  An  uneasiness  or 
dull  pain  is  felt  in  the  loins,  and  the  renal  regions  are  tender  on 
pressure. 

The  urine  is  of  a  smoky  or  dusky  hue — in  some  instances 
dark  brown  like  porter — from  the  presence  of  altered  blood. 
On  standing,  it  deposits  a  copious,  flocculent,  dirty-brown  or 
chocolate  sediment,  like  the  settling  from  beef-tea.  It  is  very 
albuminous ;  it  may  even  become  quite  solid  on  boiling.  The 
specific  gravity,  in  the  stage  of  increment,  is  usually  above 
1020,  often  much  higher,  mounting  sometimes  to  1030,  and  in 
one  instance  which  occurred  to  me  even  to  1065.  Wlien  of 
high  density,  the  urine  is  proportionally  scanty :  it  may  not 
exceed  12  or  18  ounces  in  the  twenty-four  hours;  in  extreme 
cases  it  may  sink  to  6  ounces,  or  be,  for  two  or  three  days,  alto- 
gether suppressed.  The  calls  to  void  it  are  more  frequent  than 
in  health,  especially  at  night  and  in  the  recumbent  posture ; 
the  patient  has  to  get  up  two  or  three  times  in  the  course  of  the 
night  to  empty  the  bladder.  The  urine  is  generally  acid,  sur- 
charged with  pigment;  it  often  deposits  the  amorphous  urates. 
Very  rarely  it  is  alkaline  from  fixed  alkali.  The  natural  urinous 
odor  is  lost:  it  has  a  faint  unpleasant  smell  which  has  been 
compared  to  that  of  the  washings  of  flesh. 
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The  deposit  when  examined  microscopically  (see  Fig.  40)  is 
found  to  consist  of  blood-corpuscles,  loose  renal  epithelium,  free 
nuclei  of  these,  tube-casts,  shapeless  masses  of  coagulated 
fibrine,  and  the  broken  debris  of  all  these  structures. 


Fig.  40. 


Transparent,  granular,  blood-  and  epithelial  casts  from  a  case  of  acute  Bright's  disease  i 
free  renal  epithelium  ;  and  blood  disks. 


There  are  also  generally  found  epithelial  cells  from  the  pelvis 
of  the  kidney  and  the  bladder. 

The  renal  epithelia  vary  a  good  deal  in  their  appearance. 
Sometimes  they  look  almost  natural,  only  somewhat  swollen 
and  opaque.  More  frequently  they  are  much  broken  down; 
their  nuclei  are  set  free,  or  are  only  invested  in  part  by  the 
granular  cell-contents  which  naturally  surround  them.  The 
disintegrated  epithelium  forms  an  amorphous'  dark  granular 
debris  scattered  over  the  field.  When  very  abundant,  the  epi- 
thelium communicates  a  milky  appearance  to  the  urine.  The 
free  nuclei  greatly  resemble  red  blood-disks  both  in  shape  and 
size,  but  they  are  devoid  of  the  biconcave  figure,  and  refract 
light  more  strongly.  A  solution  of  magenta  tints  them  of  a 
deep  carbuncle-red.  The  free  blood-disks  are  frequently  dis- 
torted. "When  the  urine  is  of  high  density,  they  are  shrunken, 
and  often  puckered  at  the  margins ;  on  the  other  hand,  when 
the  urine  is  of  lower  density,  1017  and  under,  they  expand,  lose 
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their  central  depressions,  and  eventually  burst,  and  cease  to  be 
recognizable. 

The  tube-casts  are  abundant,  and  of  varied  size  and  appear- 
ance. The  most  common  are  of  "  medium"  size,  transparent, 
beset  with  epithelial  cells  or  blood-disks.  Mixed  with  these 
may  be  some  "  very  large,"  and  some  "  very  small"  hyaline 
casts,  together  with  opaque  granular  casts  (Fig.  40). 

Specks  of  oil  are  generally  altogether  absent;  sometimes, 
however,  a  few  small  ones  are  seen  either  on  the  casts  or  within 
the  epithelia;  but  their  number  is  always  quite  insignificant  in 
the  early  stages  of  the  disease. 

The  proportion  of  albumen  in  the  urine  during  the  height  of 
the  complaint  varies,  according  to  Frerichs,  from  8.2  to  12/7, 
17.5  and  24.8  per  1000.  Christison  found  27  and  Heller  57  per 
1000.  The  quantity  lost  in  the  twenty-four  hours  varies  from 
80  to  about  400  grains  (Frerichs,  Gorup  v.  Besanez).  The  natu- 
ral solid  constituents  of  the  urine  are  diminished  in  proportion 
to  the  obstruction  in  the  kidneys.  The  excretion  of  urea  falls 
to  100  or  200  grains  (from  400  or  500  grains  in  health)  and  the 
inorganic  salts  are  considerably  lessened.  Uric  acid  maintains 
about  its  usual  quantity. 

The  blood  becomes  speedily  deteriorated  by  the  unnatural  drain 
through  the  kidneys.  It  becomes  more  watery  and  poorer  in 
albumen,  while  urea,  uric  acid,  and  the  extractives  are  unduly 
accumulated  in  it.  The  blood-corpuscles  diminish  in  number 
as  the  disease  proceeds.  Fibrine  is  usually  in  excess,  and  the 
blood  displays  a  bufiy  coat.  The  fat  and  inorganic  salts  retain 
their  usual  proportion.  Frerichs  supplies  the  three  following 
analyses  of  the  blood  in  the  early  period  of  acute  Bright's  dis- 
ease : 

I.  II.         •    III. 

Specific  gravity,     ....         1025  1022  1019 

1000  parts  of  serum  contained  : 

Water, 908.10  915.88  938.9 

Solids, 91.90  84.12  61.1 


Albumen 81.40  72.00  51.7 

} 


Fat, 1.42  1.53, 

Extractive  matters  and  salts,         .  9.09  10.59. 

After  this  disease  has  persisted  for  a  variable  period  of  a  few 
days  to  some  weeks,  it  proceeds  to  one  of  three  terminations, 
viz.,  recovery,  death,  or  lapse  into  the  chronic  state. 
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When  the  case  is  about  to  terminate  favorably,  the  urine  in- 
creases in  quantity  to  three  or  four  pints  daily;  its  density  falls 
below  the  natural  mean  (1012-1008) ;  and  the  blood,  renal  ele- 
ments and  albumen  gradually  diminish  and  finally  disappear 
from  it.  At  the  same  time,  the  skin  becomes  moist,  and  the 
serous  effusions  are  reabsorbed.  The  rate  of  progress  varies 
extremely.  If  albumen  has  totally  left  the  urine  in  six  weeks 
or  two  months,  the  recovery  may  be  considered  quick.  The 
shortest  period  that  I  have  known  to  elapse,  from  the  first  symp- 
toms to  complete  re-establishment  of  the  normal  state,  has  been 
ten  days. 

Some  cases  reach  final  recovery  only  after  a  protracted  and 
interrupted  convalescence  of  many  months.  The  urine  during 
this  period  continues  abundant,  of  low  density,  occasionally  of 
pink  color  from  slight  admixture  of  blood.  The  anasarca  is  also 
apt  to  recur  and  disappear,  and  recur  again,  perhaps  several 
times,  accompanied  with  febrile  exacerbations  of  subacute  char- 
acter. In  one  such  case  observed  by  me  the  symptoms  finally 
subsided  in  five  months.  The  patient  was  seen  ten  months 
later,  and  the  urine  found  perfectly  free  from  albumen.  In  a 
second  case,  a  slight  admixture  of  blood  continued,  in  diminish- 
ing quantity,  for  more  than  twelve  months.  In  both  these  in- 
stances, and  in  a  third  similar  to  these,  the  characters  of  the 
urine  were  uniform  ;  it  was  copious  (three  or  four  pints  daily), 
of  low  density,  slightly  mixed  with  blood,  slightly  albuminous; 
the  renal  derivatives  were  devoid  of  fat,  and,  throughout  the 
convalescence,  comparatively  scanty. 

ISTot  unfrequently,  in  the  ordinary  course  of  recovery  from 
acute  Bright's  disease,  the  renal  elements — both  casts  and  epi- 
thelium— show  slight  signs  of  fatty  changes.  This  circumstance 
is  apt  to  embarrass  the  diagnosis,  and  lead  to  the  suspicion  of 
the  existence  of  confirmed  and  chronic  Bright's  disease,  if  the 
case  first  come  under  observation  in  this  stage.  The  doubt  can 
only  be  solved  by  watching  the  progress  of  the  case  for  a  week 
or  two. 

But  matters  do  not  always  take  this  favorable  turn,  and  two 
new  orders  of  symptoms  arise,  and  bring  life  into  imminent 
peril,  or  involve  it  in  destruction.  These  are  secondary  inflam- 
mations of  the  serous  membranes  and  the  lungs,  and  ursemic 
intoxication. 
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Of  the  inflammatory  complications,  pericarditis  is  the  most 
surely  fatal,  but  it  is  rare.  Pneumonia  is  more  common;  it 
breaks  out  without  appreciable  exciting  cause,  and  usually  runs  a 
rapid  course  to  a  fatal  end.  Pleurisy  and  peritonitis  are  also  not 
unfrequent,  but  greatly  less  to  be  feared.  More  or  less  bron- 
chitis exists  almost  invariably.  When  the  anasarca  rises  to  an 
extreme  degree,  the  integuments  of  the  legs  may  inflame,  and 
even  mortify.  These  secondary  inflammations  are  much  more 
common  in  the  later  stages  of  chronic  Bright's  disease  than  in 
the  acute  disorder. 

The  urasmic  phenomena  are  due  to  the  retention  in  the  blood 
of  the  excrementitious  matters  of  the  urine.  They  consist  in  a 
train  of  nervous  symptoms — headache,  vomiting,  diarrhoea,  con- 
vulsions and  coma — which  are  frequent  incidents,  and  much  to 
be  feared  in  acute  Bright's  disease.  They  usually  follow  an  ex- 
cessive diminution  or  suppression  of  the  urine  from  the  increas- 
ing obstruction  in  the  kidneys.  It  will  be  more  convenient  to 
postpone  their  consideration  to  a  future  section,  when  uraemia, 
in  connection  with  Bright's  disease  generally,  will  be  discussed. 

Certain  deviations  from  the  usual  course  and  symptoms  are 
not  unfrequently  encountered.  Although  serous  effusion  gene- 
rally first  shows  itself  in  the  face,  under  the  eyes,  and  then  in- 
vades the  trunk  and  extremities,  it  may  begin  elsewhere — in  the 
feet,  hands,  or  scrotum;  or  all  parts  of  the  body  may  swell  up 
simultaneously.  The  effusion,  too,  may  shift  its  place  from 
time  to  time,  or  it  may  be  poured  out  with  disproportionate  co- 
piousness in  certain  localities  (lung,  pleura,  submucous  tissue  of 
the  glottis),  and  thereby  determine  sudden  accession  of  alarming 
or  fatal  symptoms. 

The  anasarca  commonly  disappears  some  days  or  weeks  be- 
fore the  blood  and  albumen  have  vanished  from  the  urine ;  but 
sometimes  the  converse  is  the  case,  especially  in  individuals  of 
lax  frames  and  anaemic  tendency.  When  cases  of  this  latter 
class  come  under  observation  for  the  first  time  after  the  urine 
has  become  free  from  albumen,  the}7  are  very  apt  to  mislead, 
and  their  true  nature  can  only  be  recognized  by  a  careful  sifting 
of  the  patient's  previous  history. 

Diagnosis. — The  general  S3^mptoms,  and  the  alterations  of  the 
urine',  are  so  significant  during  the  height  of  the  attack,  that  the 
disorder  can  scarcely  be  confounded  with  an}7  other.     But  when 
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the  pyrectic  stage  is  passed,  and  the  case  becomes  protracted, 
there  is  often  great  difficulty  in  determining  whether  we  have 
to  deal  with  the  declining  periods  of  an  acute  and  curable  disor- 
der, or  with  a  disease  which  has  already  lapsed  into  the  chronic 
and  irremediable  state,  or  with  a  disease  which  has  been  chronic 
from  the  first.  Chronic  Bright's  disease  is  subject  to  occasional 
febrile  recrudescences,  which  are  deceptively  like  an  attack  of 
the  acute  disorder.  The  signs  that  the  disease  is  acute  and  re- 
cent are:  free  presence  of  blood  and  renal  epithelium  in  the 
urine,  absence  of  fat  in  the  discharged  elements,  absence  of  long- 
standing complications,  such  as  hypertrophy  of  the  left  ventri- 
cle, phthisis,  caries,  necrosis,  and  joint-disease.  A  careful  con- 
sideration of  the  previous  history  and  of  the  ostensible  cause  of 
the  disorder  is,  also,  of  diagnostic  importance.  The  less  clearly 
a  case  can  be  traced  to  a  definite  exposure  to  cold,  a  bout  of 
drinking,  or  to  scarlet  fever,  or  some  other  zymotic  disease,  the 
more  reason  is  there,  pro  tanto,  to  fear  that  confirmed  Bright's 
disease  is  established. 

Prognosis. — Precise  data  concerning  the  fatality  of  acute 
Bright's  disease  are  wanting.  A  large  majority  of  the  cases  un- 
doubtedly recover.  Frerichs  reckons  the  recoveries  as  two- 
thirds  of  the  individuals  attacked.  Probably  this  proportion  is 
below  the  truth  if  the  scarlatinal  cases  be  included. 

The  signs  of  approaching  resolution  are:  increased  discharge 
of  urine,  diminished  impregnation  of  it  with  blood  and  albumen, 
subsidence  of  the  febrile  phenomena,  of  the  anasarca  and  serous 
effusions,  and  restoration  of  the  cutaneous  transpiration.  At 
the  same  time  the  countenance  loses  its  stupid  expression  and 
its  anaemic  hue,  and  resumes  its  ordinary  healthy  aspect.  The 
coexistence  of  all  these  signs  leaves  no  doubt  of  advance  toward  a 
favorable  issue;  but  the  occurrence  of  some  of  them  without  the 
others,  must  not  lead  to  too  sanguine  expectations.  The  ana- 
sarca may  disappear  totally,  and  blood  cease  to  tinge  the  urine ; 
the  quantity  of  the  secretion  may  increase  considerably,  the  py- 
rexia pass  away,  and  the  general  well-being  of  the  patient  im- 
prove greatly;  but  if  the  urine  continue  to  contain  a  considera- 
ble amount  of  albumen,  there  is  strong  reason  to  apprehend  that 
the  disease  is  lapsing  into  a  chronic  state,  or  that  the  amend- 
ment is  but  a  temporary  lull  in  the  symptoms,  to  be  followed  at 
no  distant  period  by  an  exacerbation,  which  shall  prove  more 
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disastrous  than  the  original  attack.  Recovery  cannot  in  any 
case  be  considered  complete,  until  the  urine  has  become  per- 
fectly free  from  every  trace  of  albumen. 

If  the  urine  become  progressively  scantier,  of  higher  density, 
and  more  abundantly  charged  with  albumen,  tube-casts,  and 
renal  epithelium,  the  worst  consequences  are  to  be  feared.  The 
advent  of  inflammatory  complications,  of  oedema  of  the  lungs  or 
glottis,  and,  above  all,  of  decided  signs  of  ursemic  poisoning,  are 
of  equally  evil  augury,  and  leave  but  slender  hopes  of  the  final 
preservation  of  life. 

Etiology. — Acute  Bright's  disease,  though  not  absolutely  con- 
fined to  any  age,  occurs,  in  the  immense  majority  of  cases,  in 
childhood  and  youth.  The  individuals  attacked  are  commonly 
of  good  previous  health ;  in  two  instances,  however,  I  have  seen 
the  disease  complicated  with  acute  pulmonary  tuberculosis. 

The  exciting  cause  is  usually  some  definite  exposure  to  cold,  (a 
damp  bed,  wet  clothes,  lying  or  sleeping  on  the  damp  ground, 
sitting  in  a  current  of  cold  air,  drinking  cold  water  when  in  a 
state  of  perspiration),  or  a  bout  of  drinking.  A  large  propor- 
tion of  the  cases  are  sequelae  of  scarlet  fever,  or  (much  more 
rarely)  of  some  other  zymotic  disease.  Some  cases  are  due  to 
pregnancy. 

Treatment. — If  the  case  is  seen  at  the  time  of  invasion,  the 
patient  should  be  at  once  confined  to  bed,  swathed  in  flannels, 
and  made  to  lie  between  the  blankets.  The  loins  should  be 
immediately  cupped  to  eight  or  twelve  ounces  (in  children  to 
two  or  three  ounces).  After  the  abstraction  of  blood,  a  large 
linseed-meal  poultice  should  be  applied,  hot,  to  the  loins,  and 
changed  every  three  hours.  A  hot-water  bath  or  a  hot-air  bath 
should  be  administered  every  evening,  or  every  second  evening. 
When  no  conveniences  for  a  hot-water  bath  exist,  an  excellent 
substitute  is  found  in  the  "blanket-bath."  A  large  thick 
blanket  is  wrung  as  dry  as  possible  out  of  boiling  water,  and 
wrapped  round  the  body  of  the  patient ;  the  bed-clothes  are 
then  heaped  on.  In  twenty  minutes  or  half  an  hour  the  hot 
blanket  is  removed,  and  the  surface  quickly  dried  with  a  warm 
soft  towel. 

The  bowels  should  be  freely  acted  on  every  other  morning 
by  an  active  purge,  such  as  the  compound  jalap  powder.  An 
endeavor  should  also  be  made  to  allay  the  fever  and  restore  the 
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action  of  the  skin,  by  citrate  of  potash  draughts,  given  every  two 
hours,  in  effervescence,  or  a  mixture  of  the  Liq.  Amnion.  Acet. 
in  two  or  three  drachm  doses,  wTith  fifteen  drops  of  tincture  of 
henbane  in  an  ounce  of  Inf.  Lini.  Dr.  Barlow  recommends  tar- 
tar emetic  in  doses  of  from  £  to  J-  of  a  grain.  I  have  myself 
employed  the  same  remedy  with  the  best  effects,  every  four 
hours.  Dr.  Johnson  also  speaks  highly  of  antimonial  wine, 
sometimes  combined  with  Dover's  powder. 

The  diet  should  be  composed  of  light  farinaceous  substances, 
with  milk,  beef-tea,  and  broths.  Flesh  meat  in  any  form  is 
objectionable  in  the  early  stage. 

The  abstraction  of  blood  must  be  cautiously  practised,  on 
account  of  the  tendency  to  anaemia  in  the  later  periods  of  the 
attack;  and  if  the  patient's  health  is  broken  by  previous  disease, 
or  is  constitutionally  weak,  even  local  depletion  is  better  omitted. 
If  severe  headache,  coma,  or  convulsions  occur,  the  cupping  may 
be  repeated.  In  very  threatening,  sthenic  cases,  where  the  fever 
runs  high,  venesection  may  be  practised. 

When  the  fever  has  abated,  and  the  anasarca  is  yielding,  the 
more  active  measures  should  be  discontinued,  or  pursued  in  a 
less  active  manner ;  but  the  efforts  to  restore  and  maintain  the 
action  of  the  skin  should  be  persevered  in.  In  the  later  periods, 
when  convalescence  has  been  fairly  established,  preparations  of 
iron  should  be  substituted  for  the  alkaline  and  diaphoretic 
remedies.  It  is  always  well  to  begin  with  small  doses,  and  to 
feel  one's  way.  A  too  early  resort  to  ferruginous  preparations 
may  be  followed  by  a  return  of  the  acute  symptoms.  When 
iron  is  tolerated,  it  acts  with  great  benefit,  and  hastens  in  a 
marked  manner  the  disappearance  of  blood  and  albumen  from 
the  urine.  My  experience  agrees  with  that  of  Dr.  Parkes,  that 
gallic  acid  exercises  no  beneficial  infiueuce  in  the  acute  dis- 
order. 

The  use  of  mercury  is'  objectionable,  on  account  of  the  ex- 
treme susceptibility  of  patients  suffering  from  Bright's  disease, 
to  the  physiological  effects  of  the  drug.  Severe  salivation  has 
been  known  to  follow  very  small  doses.  In  one  of  my  patients 
two  grains  of  blue  pill,  administered  with  extract  of  colocynth 
on  two  alternate  mornings,  produced  profuse  ptyalism. 

The  obstinate  vomiting  which  occasionally  prevails,  may  be 
combated  with  creasote,  or  small  doses  of  chloroform,  given  in 
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iced  solutions.  A  careful  revision  of  the  diet  should  also  be 
made.  The  gastric  symptoms  are  sometimes  due  to  direct 
sympathy  with  the  renal  irritation,  and  sometimes  to  genukie 
ursemic  poisoning.  The  treatment  of  uraemia  will  be  considered 
in  a  separate  section. 

The  secondary  thoracic  inflammations  present  great  difficulty 
in  their  management;  they  commonly  set  in  when  the  patient 
is  no  longer  in  a  fit  state  to  bear  the  ordinary  antiphlogistic 
means;  and  they  run  their  course  with  unusual  severity  and 
rapidity.  Counter-irritants  and  revulsives  may,  however,  be 
energetically  employed.  Cantharides  and  turpentine  should  be 
avoided,  from  their  special  irritating  effect  on  the  kidneys ;  but 
hot-water  applications,  mustard  poultices,  and  chloroform  epi- 
thems  may  be  applied  locally  over  the  chest,  and  to  more 
distant  parts — the  calves  of  the  legs,  the  feet,  &c.  Dry  cup- 
ping over  the  chest  is  also  a  safe  and  sometimes  valuable 
remedy. 

"When  a  favorable  issue  has  been  obtained,  unusual  care  is 
required  to  guard  against  relapses,  to  which  the  patients  con- 
tinue liable  for  a  considerable  period.  The  slightest  exposure 
is  sometimes  sufficient  to  reawaken  the  pyrexia,  and  to  cause 
the  reappearance  of  albumen  and  blood  in  the  urine.  A  com- 
plete suit  of  flannels  is  essential ;  and  as  a  rule,  the  convalescent 
should  not  be  permitted  to  leave  his  room  until  the  albumen 
has  disappeared  from  the  urine.  When  that  comes  to  pass  (or 
before,  if  the  case  prove  very  lingering),  change  of  air  to  a  warm 
sheltered  locality  is  likely  to  be  highly  beneficial,  and  to  hasten 
the  restoration  of  the  impoverished  blood. 

Objections  have  been  made,  on  theoretical  grounds,  to  the  use 
of  the  saline  diuretics  (acetate  and  citrate  of  potash)  in  acute 
Bright's  disease.  Experience  has  proved,  however,  that  they 
may  be  employed  with  great  advantage.  They  become  changed 
in  the  primce  vice  into  alkaline  carbonates,  and  these  diminish 
the  acidity  of  the  urine,  and  render  it  more  bland  as  it  perco- 
lates the  renal  substance.  In  a  disease  which  tends  to  spon- 
taneous recovery  under  simple  hygienic  and  prophylactic  treat- 
ment, it  is  necessarily  a  matter  of  extreme  difficulty  to  bring 
home  the  evidence  of  the  curative  power  of  drugs ;  but  in  a 
considerable  number  of  cases  of  acute  Bright's  disease,  coming 
under  treatment  early,  I  have  obtained  almost  invariably  the 
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best  results  by  the  free  administration  of  citrate  of  potash. 
And  in  no  instance  where  the  urine  has  been  rendered  alkaline 
in  the  first  week  of  the  complaint,  have  I  observed  the  more 
severe  ursemic  symptoms,  or  secondary  inflammations.  In  the 
later  periods,  when  the  fever  has  altogether  subsided,  while  the 
urine  still  continues  bloody  and  albuminous,  the  same  medica- 
ment has  not  proved  of  any  service  in  my  hands. 

Digitalis  and  broom-tops  may  be  used  freely  in  any  stage  to 
combat  the  dropsy.  Dr.  Christison  recommends  a  combination 
of  digitalis  and  bitartrate  of  potash  as  superior  to  either  remedy 
given  singly.  "  The  former  was  usually  given  in  the  dose  of 
one  or  two  grains  of  the  powder,  in  the  form  of  a  pill,  three 
times  a  day,  or  in  the  dose  of  ten,  fifteen,  or  twenty  minims  of 
the  tincture,  three  times  daily  in  a  little  distilled  water  of  cinna- 
mon or  cassia.  The  cream  of  tartar  was  administered  thrice  a 
day  in  the  quantity  of  a  drachm  and  a  half,  or  two  drachms, 
with  about  five  ounces  of  water.  Diuresis  may  generally  be  in- 
duced by  such  means  in  the  course  of  three  or  four  days,  some- 
times sooner — seldom,  however,  if  delayed  beyond  the  seventh 
day."     (p.  149.) 

Hamburger  speaks  strongly  in  favor  of  quinine  in  scarlatinal 
dropsy,  after  the  pyrexia  has  abated.  He  gives  to  children  1J 
or  2  grains,  and  to  adults  3  to  4  grains,  twice  a  day.  Of  47 
severe  cases  thus  treated  he  obtained  amendment  in  44,  either 
immediately  or  in  a  few  days.  (Prag.  Vierteljahrsch.  1861.) 


CHAPTER   IV. 

CHRONIC   BKIGHT'S   DISEASE. 

[Chronic  Diffuse  Nephritis.) 


See  references  prefixed  to  Chap.  II,  p.  295. 
ANATOMICAL    CHANGES    IN    THE    KIDNEYS. 

The  kidneys  of  persons  dying  of  chronic  B right's  disease 
present  three  chief  types  of  alteration,  viz. : 

Type  I. — Kidney  smooth,  white,  and  enlarged;   in  extreme 

cases,  rarely  met  with,  kidney  atrophic. 
Type  II. — Kidney  granular,  brownish  or  red,  and  contracted. 
Type  III. — Kidney  lardaceous  or  waxy  (so-called  amyloid  de- 
generation). 

The  special  clinical  history  pertaining  to  each  of  these  ana- 
tomical types  has  not  been  made  out  with  sufficient  precision  to 
enable  them  to  be  invariably  recognized  during  life ;  but  much 
light  has,  in  recent  years,  been  thrown  on  the  subject,  enough 
to  permit  a  synopsis  of  the  symptoms,  and  conditions  of  origin, 
of  the  three  types  to  be  presented. 

1.  Smooth  white  kidney. 

The  structural  changes  in  the  smooth  white  kidney  are  simi- 
lar to  those  already  described  as  pertaining  to  acute  Bright's 
disease,  but  advanced  to  a  further  stage ;  the  surface  continues 
perfectly  smooth ;  the  organ  is  greatly  enlarged ;  and  the  cap- 
sule is  thin  and  easily  stripped  oil".  If,  however,  the  patient 
survive  sufficiently  long — which  rarely  happens — the  enlarge- 
ment gives  place  to  a  progressive  dwindling ;  and,  in  very  ex- 
treme cases,  the  kidney  may  be  thus  reduced  to  a  weight  of 
only  an  ounce,  or  even  less.     The  dwindling  is  not,  it  seems, 
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an  invariable  event,  even  when  the  patient  survives  for  some 
years.     Dr.  Wilks  relates  the  following  example  : 

"A  young  woman,  set.  23,  had  scarlatina  three  years  before  death. 
There  was  very  slight  eruption ;  dropsy  soon  followed,  which  lasted 
a  year.  Then  the  patient  was  slightly  better,  but  remained  an  in- 
valid, with  oedema  of  the  legs,  until  the  last  five  months,  when  very 
extensive  and  general  dropsy  came  on  and  persisted.  The  urine 
was  then  scanty,  dark,  and  contained  exudative  deposit.  She  had 
three  epileptiform  fits,  and  death  subsequently  ensued  from  pleuritis 
and  pericarditis.  Lungs  were  found  very  oedematous.  The  aorta 
and  arteries  covered  with  an  atheromatous  deposit ;  and  the  kidneys 
were  large  and  white,  with  an  abundance  of  deposit,  much  of  which 
had  undergone  a  fatty  change."  (Guy's  Hosp.  Rep.  2d  series,  vol. 
viii,  p.  243.) 

When  the  smooth  kidney  becomes  atrophied,  the  capsule  is 
slightly  thickened  and  disposed  to  adhere  to  the  renal  surface. 

The  progress  of  the  disease  in  the  interior  of  the  gland  is 
thus  described  by  Dr.  Dickinson  : 

"  The  overstretched  tubes,  one  after  another,  burst,  and  their 
contents,  no  longer  secluded  by  a  surrounding  membrane,  are 
brought  within  the  ready  operation  of  the  absorbents  and  re- 
moved. This  however  is  a  matter  of  inference  rather  than  of 
demonstration.  Examining  in  section  a  number  of  enlarged 
smooth  kidneys,  I  found  that  about  half  of  them  had  thus 
commenced  to  pass  from  the  stage  of  enlargement  to  that  of 
decrease,  although  there  was  nothing  in  their  outward  appear- 
ance to  indicate  it,  their  bulk  being  still  excessive."  In  a  sec- 
tion taken  frcypa  such  a  kidney,  are  found  "  places,  especially 
near  the  surface,  where  the  Malpighian  bodies,  which  have  now 
become  enlarged  and  enveloped  by  condensed  fibrous  tissue,  lie 
in  unnatural  proximity.  Often  several  almost  touch  each  other. 
Their  intervals  are  filled  up  by  the  debris  of  collapsed  and  ruined 
structure.  Shrivelled  remnants  of  the  tube-membrane  are 
generally  clearly  seen.  This  condition  is  as  yet  only  partial. 
A  distended  duct  is  often  seen  winding  among  athe  wasted  re- 
mains of  its  companions.  The  tubes,  one  after  another,  col- 
lapse, until  a  great  portion  of  the  once  enlarged  gland  has  been 
reduced  to  the  bulk  of  little  more  than  its  Malpighian  bodies. 
The  appearance  of  the  organ  affected  has  by  this  time  under- 
gone some  alteration.  It  has  lost  its  excess  of  bulk,  and  even 
shrunk  below  the  natural  size.     .     .     .     When  the  organ  is  cut 
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open,  it  is  manifest  that  it  is  chiefly  composed  of  cone  sub- 
stance: an  edge,  perhaps,  no  thicker  than  a  shilling,  being  all 
that  separates  that  structure  from  the  capsule.  What  remains 
of  the  cortical  material  is  coarse  in  texture,  pale,  and  firm." 
This  condition — that  of  the  smooth  dwindled  kidney — is  rarely 
attained,  because  the  patient  seldom  survives  sufficiently  long. 
Of  2350  bodies  examined  in  St.  George's  Hospital  in  ten  years, 
it  was  only  found  in  twelve  instances. 

The  epithelium  in  the  smooth  kidney  is  found  disintegrated, 
atrophied,  and  very  commonly  in  a  state  of  fatty  degeneration. 
When  this  change  acquires  a  high  degree,  the  condition  denom- 
inated "fatty  kidney"  is  attained.  The  cones  undergo  changes 
of  a  corresponding  character,  but  less  developed ;  and  fibrinous 
casts  are  found  occupying  the  interior  of  the  tubes. 

Synopsis  of  symptoms  and  conditions  of  origin. — The  smooth 
kidney  here  described,  may  be  expected  in  those  cases  in  which 
chronic  Bright's  disease  has  followed  on  the  acute  disorder. 
The  invasion  of  the  disease  has  been  sudden,  and  it  can  usually 
be  traced  to  some  definite  exciting  cause.  I  have  also  seen  the 
large  white  kidney  in  chronic  Bright's  disease  following  re- 
peated pregnancies,  and  in  a  case  arising  in  the  course  of 
phthisis. 

The  average  age  of  106  cases  of  smooth  large  kidney,  exam- 
ined by  Dickinson,  was  28.2  years;  in  11  cases  of  smooth 
dwindled  kidney  the  average  age  was  43.6  years;  whereas  in 
250  cases  of  granular  kidney  the  average  age  was  50.2  years. 

Serous  effusion  is  an  almost  invariable  coincidence ;  the  body 
is  commonly  bloated  with  dropsy ;  the  face  pale  and  puffy,  and 
the  cutaneous  surface  conspicuously  white,  smooth,  and  glossy. 
There  is  also  a  markedly  greater  tendency  to  secondary  inflam- 
mations, and  to  uraemic  accidents,  than  in  granular  kidney ;  but 
less  to  valvular  heart  disease  and  hypertrophy  of  the  left  ven- 
tricle. 

The  urine  is  commonly  bloody  from  time  to  time,  highly  albu- 
minous, scanty  in  amount,  and  of  a  specific  gravity  not  de- 
parting much  from  the  standard  of  health.  Epithelial  elements 
and  tube-casts  are  usually  abundant  in  the  urine,  and  often  fatty. 
Cells  having  the  appearance  of  pus  corpuscles,  are  common  to- 
wards the  later  periods. 

The  disease  is  of  shorter  duration  that  granular  kidney.     In 
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fatal  cases,  the  ordinary  duration  of  the  disease  is  under  six 
months.  Out  of  34  cases  observed  by  Dickinson,  26  died  under 
six  months,  and  only  two  survived  the  year.  Occasionally,  tem- 
porary (apparent)  recoveries  and  succeeding  relapses  protract 
the  disease  for  a  longer  period ;  and,  quite  exceptionally,  the 
disease  may  last  for  years.  Dr.  Johnson  records  an  instance 
which  endured  for  ten  years,  with  good  preservation  of  health 
for  a  portion  of  that  period.  ISTine  years  before  death,  the 
urinary  deposit  clearly  indicated  fatty  degeneration  of  the  kid- 
neys. After  death,  the  kidneys  were  found  dwindled  to  an 
ounce  and  three-quarters  for  the  pair.1 

2.   Granular  red  kidney. 

The  gland  is  diminished  in  size,  and  reduced  to  a  weight  of 
two  or  three  ounces,  or  less.  Its  surface  is  rough,  and  beset 
with  numerous  rounded  elevations,  varying  from  the  size  of  a 
pin's  head  to  a  hemp-seed,  or  even  a  small  pea.  The  capsule  is 
opaque,  thickened,  and  adherent  to  the  adjacent  surface,  so  that 
it  cannot  be  peeled  off"  without  tearing  the  glandular  structure. 
In  certain  spots  the  capsule  sinks  into  the  substance  of  the 
cortex,  and  divides  the  kidney  irregularly,  giving  it  a  lobular 
appearance.  On  section,  the  cortex  is  manifestly  atrophied,  as 
compared  with  the  cones,  and  forms  a  thin  rim  of  only  a  line, 
or  less,  in  thickness  around  the  bases.  It  has  a  red  or  brown- 
ish-red color,  and  a  coarse  granular  texture.  The  entire  organ 
is  tough  and  resistant. 

It  is  only  rarely  that  the  granular  kidney  is  encountered  in 
the  early  stage  of  its  development.  When  such  is  the  case, 
thickening  of  the  capsule  and  slight  granulation  of  the  surface 
are  found  to  precede  contraction,  so  that  the  organ  at  this 
period  preserves  its  normal  volume.  The  granular  kidney,  in 
the  contracted  state,  allows  injections  to  penetrate  imperfectly. 
Dickinson  found  that  when  a  stream  of  warm  water  was  pro- 
pelled through  the  bloodvessels,  a  very  considerably  less  quan- 
tity passed  in  a  given  time  than  through  a  healthy  kidney — less 
also  than  through  the  large  smooth  kidney — showing  that  the 
permeability  of  the  gland  to  the  blood-stream  was  greatly  les- 
sened.    In  the  healthy  kidney,  the  mean  discharge  through  the 

1  Med.  Chir.  Trans.,  vol.  xlii,  p.  160. 
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renal  veins  in  ten  minutes  was  119  ounces;  in  the  large  smooth 
kidney,  90  ounces ;  and  in  the  granular  contracted  kidney,  25 
ounces. 

When  a  thin  section  of  a  granular  kidney  is  placed  under 
the  microscope,  the  secreting  tissue  is  found  to  have  under- 
gone extensive  destruction.  The  Malpighian  bodies  are  shrunk 
to  half  their  size,  and  unnaturally  crowded  together.  Their 
vascular  tufts  are  embraced  in  a  fibrous  and  granular  invest- 
ment, and,  in  extreme  instances,  compressed  into  an  imper- 
meable knot  at  the  bottom  of  their  capsules.  The  uriniferous 
tubes  are  altered  in  various  ways,  and  to  various  degrees. 
Some  are  denuded  of  epithelium  and  reduced  to  mere  tubular 
threads  ;  others,  equally  denuded,  contain  glassy  fibrinous  cylin- 
ders; while  others  are  crammed  with  broken-up  epithelium. 
Oil  is  found  not  unfrequently  both  in  the  fibrinous  exudation 
and  in  the  disintegrated  epithelium,  but  not  so  commonly  nor 
so  abundantly  as  in  the  smooth  kidney.  Amid  tubes  changed 
to  this  degree  are  found  others  not  much  altered,  and  lined 
with  their  proper  and  healthy  epithelial  investment.  Between 
the  wasted  structures  lies  a  large  quantity  of  adventitious  con- 
nective tissue,  which  gives  the  organ  its  peculiar  toughness. 

Of  the  intimate  nature  of  the  process  which  finally  brings 
about  this  result,  there  are  conflicting  opinions.  Dr.  Johnson 
believes  that  the  mischief  begins  in  the  epithelial  cells,  while 
Dickinson  describes  it  as  originating  in  the  intertubular  struc- 
ture, and  as  consisting  in  an  effusion  which  afterwards  becomes 
converted  into  a  fibrous  material.  According  to  the  last-named 
observer,  the  effusion  is  first  thrown  out  beneath  the  capsule, 
and  then  penetrates  at  certain  spots,  as  fibrinous  processes,  into 
the  interior  of  the  cortex,  athwart  the  convoluted  tubes,  which 
it  involves  in  destruction.  The  points  where  the  fibrinous  pro- 
cesses penetrate  are  depressed,  and  when  these  are  numerous 
and  distributed  with  tolerable  regularity,  the  result  is  superficial 
granulation.  The  disease  thus  travels  from  the  surface  towards 
the  central  parts,  and  eventually  involves  the  pyramids. 

The  development  of  cysts  is  much  more  common  in  the  gran- 
ular than  in  the  smooth  kidney.  They  vary  in  size  from  a  pin's 
head  to  a  pea  or  a  hazel-nut;  but  many  are  so  minute  that  they 
can  only  be  detected  by  the  microscope,  not  being  larger  than 
the  width  of  the  uriniferous  tubes.     Mr.  Simon  believes  that 
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they  are  formed  by  an  immense  dilatation  of  epithelial  cells — a 
development  that  seems  incredible,  considering  the  fragility  of 
the  outer  portions  of  these  cells;  and  one  that  would  be,  so  far 
as  I  know,  without  parallel  in  histogenesis.  A  better  sustained, 
and  more  commonly  accepted  view,  is  that  they  are  produced 
by  obstruction  of  the  uriniferous  tubes  with  exudation,  at  inter- 
vals, or  by  compression  of  their  walls  at  interrupted  spots  by 
the  contracting  adventitious  tissue.  The  spaces  thus  inclosed 
become  distended  with  a  serous  fluid,  and  are  sometimes  found 
lined  with  an  epithelial  layer.  Their  contents  are  not  urinous, 
but  consist  of  an  albuminous  saline  solution.  In  the  cones  they 
are  sometimes  elongated  and  placed  end  to  end  like  a  string  of 
sausages.  (Dickinson.)  (See  Cysts  and  Cystic  Degeneration 
in  the  Kidneys.) 

Synopsis  of  symptoms  and  conditions  of  origin. — The  granular 
kidney  is  found  in  the  vast  majority  of  those  cases  of  Bright's 
disease  which  are  chronic  from  the  beginning — those  which 
commence  insidiously,  without  definite  exciting  cause.  Dropsy 
is  altogether  absent  in  a  large  proportion  (perhaps  in  a  quarter 
— according  to  some,  in  one  half) — of  the  cases,  and  when  pre- 
sent, it  is  commonly  slight,  and  limited  to  oedema  of  the  ankles 
and  legs,  or  a  puffiness  under  the  eyes.  It  often  disappears  for 
a  while,  and  returns  again. 

The  disease  may  run  a  latent  course  for  months  and  years.  A 
deep  constitutional  cachexy  is  associated  with  it  in  a  large  pro- 
portion of  cases.  The  subjects  of  it  are  more  advanced  in  years 
than  those  of  the  smooth  large  kidney.  (See  p.  319.)  The  cu- 
taneous surface,  though  pale  and  anaemic,  has  not  the  conspicu- 
ous whiteness  of  the  preceding  type,  and  the  features  are  often 
pinched  and  sallow.  Cardiac  hypertrophy  is  a  very  frequent 
concomitant. 

The  urine  is  copious — three  or  four  pints  a  day — and  of  low 
specific  gravity;  the  quantity  of  albumen  is  comparatively  slight; 
in  rare  cases  it  may  even  be  temporarily  absent  from  the  urine. 
Toward  the  termination  of  the  disease,  however,  the  urine  be- 
comes scanty,  or  even  suppressed.  The  deposit  is  slight,  com- 
posed of  hyaline  and  granular  casts,  with  very  slight  admixture 
of  epithelium,  not  often  fatty;  the  deposit  is  often  so  scanty  that 
it  may  escape  detection,  or  there  may  really  be  none.  As  a 
rule,  blood  is  absent. 
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The  common  predisposing  causes  are  habitual  intemperance, 
gout,  and  extensively  distributed  fatty  degeneration  of  the  tissues. 


As  these  two  types — the  smooth  large  white  kidney,  and  the 
granular  red  contracted  kidney — constitute  the  vast  majority  of 
cases  of  Bright's  disease,  the  question  of  the  oneness  or  multi- 
formity of  Bright's  disease  has  mostly  been  limited  to  the  in- 
quiry— whether  the  latter  is  the  ultimate  stage  of  the  former,  or 
whether  the  two  are  distinct  from  first  to  last. 

Bernhardt  and  Frerichs  believe  that  the  large  white  kidney 
will,  if  the  patient  survive,  eventually  become  granular  red  and 
contracted.  This  view  seems  latterly  to  have  gained  common 
assent  in  Germany,  and  in  Rosenstein's  recent  work  it  is  adopted 
without  discussion.  In  this  country,  however,  the  opposite 
view  has  steadily  gained  ground;  and  the  evidence  brought  for- 
ward by  Johnson,  "Wilks,  and  Dickinson,  appears  to  place  the 
matter  beyond  reasonable  doubt.  Dickinson  contributes  the 
table  on  the  following  page,  which  shows  the  great  difference 
which  exists  between  the  relative  frequency  of  certain  secondary 
affections  in  the  two  types. 

Johnson  found  that  out  of  26  fatal  cases  of  enlarged  kidney, 
observed  by  himself,  there  was  dropsy  in  24,  or  92  per  cent. ; 
whereas  in  33  fatal  cases  of  contracted  kidney,  there  had  been 
dropsy  only  in  14,  or  42  per  cent.  He  pertinently  observes: 
"  If  all  the  contracted  Bright's  kidneys  have  passed  through  a 
previous  stage  of  enlargement,  it  is  difficult  to  understand  how 
it  can  happen  that  the  majority  of  those  patients  who  have 
reached  the  final  stage  of  renal  degeneration  should  escape  the 
dropsy,  which,  in  a  greater  or  less  degree,  troubles  nearly  all  those 
who  die  in  what  is  assumed  to  be  an  earlier  stage  of  the  same 
disease."1 

1  Med.  Chir.  Trans.,  vol.  xlii,  p.  156. 


324 


CHRONIC     BRIGHT    S    DISEASE. 


IS 

02   W 
H 

5  -^ 
2  I 

►  < 

w  g 


^  s 

O   H 

fc    PS 

a? 

> 

M 

H 
<1 
h5 

H 

W 

H 

o 
W 

0Q 
W 

h3 

M 
-^ 

H 


•jCxajdody  snoaumSu'Cg 

CO 

CO 

•■BtnoQ  ajdnitg 

o 
© 

CO 

oo 

OS 

CD 

■SUOIiJ[nAUO0 

© 

lO 

T* 

IN 

•9SB8Sl(J  J^IIAIH^ 

l^ 

CO 

1-1 

-* 

•^aaiajj  jo  jfqdoa^aedjf  jj 

4.3 

o 

CO 

CM 

*# 

00 

■* 

•tsmojaqiy 

rH 

IN 

IN 

>o 

OJ 

CM 

•jaAii  jo  sisoqjjig 

© 

«J 

1-1 

1-1 

•s^iadis^ag; 

© 
UT5 

co 

CO 

•sixtrjsidg; 

© 

o 

•ranipj'oouadoapjfij 

"tf 

*di 

C<) 

" 

•XBaoq^ojpXg; 

00 

o 

CS 

CM 

CO 

o 

■sa^iosy 

00 

CD 

CO 

CM 

CO 

o 

•■eraapa) 

CD 

co 

CD 

n< 

_| 

-* 

•'Bxnoranan<j 

© 

CM 

CNI 

'"H 

CM 

CO 

■si^iao^ua^ 

trj 

CO 

<N 

1-1 

t- 

00 

•si^ipxtsoiiaj 

t~ 

CM 

<N 

CO 

00 

•jfsiJtnaitj 

^H 

o 

CD 

CO 

•Sai^iinoA 

CD 

UO 

CN 

H 

,_, 

CO 

•■B30qJJ«l(J 

© 

rH 

cm 

1-1 

>o 

O 

•sr}iqouo.ig; 

00 

CM 

1-1 

<M 

— , 

©       • 

© 

>o 

CN    . 

^ 

t*>    • 

e    . 

'O'    . 

*3 

M 

M    ■ 

tH        • 

I  * 

0Q 

C5 

~i 


5   3 


&    c3 

a  ,s 


ANATOMICAL  TYPES  —  LARDACEOUS  KIDNEY.    325 

It  must,  of  course,  be  borne  in  mind  that  it  is  not  now  disputed 
that  the  large  white  kidney  does  sometimes  suffer  atrophic 
changes,  and  that  in  a  few  exceptional  cases  it  may  at  length 
dwindle  to  very  small  dimensions.  Both  Johnson  and  Dickin- 
son adduce  several  examples  of  such  a  change,  but  they  insist, 
that  even  in  its  furthest  stage  of  contraction,  the  smooth  white 
kidney  is  still  distinguishable  from  the  granular  red  kidney. 

3.  Lardaceous  or  Waxy  Kidney. 

(So-called  Amyloid  Degeneration  of  Virchow.) 

Most  pathologists  now  distinguish  the  waxy  or  lardaceous  kid- 
ney from  the  preceding  varieties  of  Bright's  kidney. 

Externally,  the  waxy  kidney  is  smooth,  or  sometimes  slightly 
roughened;  the  capsule  peels  off  readily.  The  organ  is  usually 
enlarged,  sometimes,  however,  diminished  in  size.  On  section 
the  appearance  is  characteristic.  The  cortex  is  bloodless,  of  a 
white  or  yellowish  color,  with  a  waxy,  smooth,  translucent  ap- 
pearance, resembling  bacon-rind.  The  organ  is  conspicuously 
tough  and  hard.  On  the  smooth  cut  surface,  little  appearance 
of  the  natural  secreting  structure  is  seen,  but  it  is  dotted  over 
with  bright  glancing  points  :  these  are  the  changed  Malpighian 
bodies.     The  cones  appear  unnaturally  red  and  distinct. 

This  description  answers  only  to  extreme  degrees  :  in  slighter 
cases  the  nature  of  the  change  can  only  be  clearly  made  out 
with  the  microscope.  When  a  thin  section  is  highly  magnified, 
the  waxy  material  is  seen  to  affect  mainly  (sometimes  exclu- 
sively) the  bloodvessels.  The  deposit  invades  primarily  the 
muscular  coat  of  the  arteries,  which  it  renders  abnormally  thick 
and  transparent,  thereby  diminishing  the  lumen  of  the  vessel. 
The  Malpighian  corpuscles  are  the  parts  earliest  attacked.  They 
appear  as  shining  particles  with  thickened  capsules  ;  their  vas- 
cular tufts  are  infiltrated  with  the  waxy  material.  In  advanced 
cases,  the  vasa  afferentia,  with  the  arteries  and  capillary  network 
of  the  cortex,  and  even  the  vessels  of  the  pyramids,  are  similarly 
changed. 

The  epithelial  cells  of  the  uriniferous  tubes  are  commonly 
withered,  often  infiltrated  with  fatty  molecules;  but  they  are 
never  themselves,   according  to   Wagner,   the   seat   of   waxy 
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change.1  Hyaline  waxy  casts  exist  in  some  of  the  tubules.  The 
stroma  of  the  gland  is  much  increased  in  quantity,  but  is  not 
lardaceous  in  character. 

Such  a  kidney  gives  the  peculiar  reaction  of  the  so-called 
amyloid  substance  of  Virchow — it  assumes  a  deep  red  with 
watery  solution  of  iodine ;  and  this  tint  is  changed  -to  violet  on 
the  addition  of  sulphuric  acid.    ' 

The  liver  and  spleen  are  usually  greatly  enlarged,  and  in  a 
lardaceous  state,  when  the  kidneys  are  so  affected.  Of  77  cases 
collected  by  Rosenstein,  the  three  organs  together  were  affected 
in  48 ;  the  spleen  and  kidneys  in  20 ;  the  liver  and  kidneys  in 
4 ;  and  the  kidneys  alone  in  5  cases. 

The  chemical  nature  of  the  waxy  material  has  only  recently 
been  investigated.  "Virchow  concluded  from  the  violet  color 
produced  by  iodine  and  sulphuric  acid  that  it  belonged  to  the 
same  group  as  starch  and  cellulose,  which  likewise  yield  a  violet 
tint  with  the  same  reagents.  But  the  ultimate  analyses  of  C. 
Schmidt  and  Kekule'  show  that  it  contains  nitrogen — and  indeed 
as  much  as  15  per  cent.,  or  almost  exactly  the  same  proportion 
as  the  protein  compounds.  Neither  of  the  chemists  named 
could  produce  a  particle  of  sugar  from  it  by  boiling  with  dilute 
sulphuric  acid.  It  further  resembled  albuminous  compounds, 
in  yielding  a  violet  color  with  the  cupro-potassic  solution,  in  dis- 
solving completely  in  dilute  caustic  potash,  and  in  being  pre- 
cipitated from  this  solution  in  white  flocks  by  acids.2  The  pro- 
portion per  cent,  of  carbon,  hydrogen,  and  nitrogen,  found  by 
Kekule,  in  purified  waxy  matter,  from  an  exquisite  specimen  of 
lardaceous  spleen,  was :  C  53.58;  H  7.00;  N  15.4 — which  cor- 
responds closely  with  the  percentage  of  the  same  elements  in 
albumen.  The  correspondence  is  so  close  that  it  does  not  even 
permit  the  supposition,  that,  like  Chitin,  lardaceous  matter  may 
consist  of  a  combination  of  a  hydrocarbon  with  an  albuminoid 
substance.  To  call  it  "  amyloid  "  is  simply  a  misnomer,  and  an 
unfortunate'  one,  because  it  leads  to  confused  notions  as  to  the 
existence  of  some  connection  between  waxy  degeneration,  and 
the  (genuine)  amyloid  substance  found  in  the  liver. 

1  Dr.  G-.  Stewart  states  that,  occasionally,  epithelial  cells  are  found  on  the 
casts  in  the  urinary  deposit,  which  exhibit  the  peculiar  reaction  of  lardaceous 
matter. 

2  Friedreich  says  that  the  "amyloid  reaction"  (with  iodine  and  sulphuric 
acid)  was  obtained  by  him  in  perfection,  with  decolorized  fibrine  from  an  old  hse- 
matocele. 


ANATOMICAL    TYPES  —  LARDACEOUS    KIDNEY.  827 

Synopsis  of  symptoms  and  conditions  of  origin. — Lardaceous  de- 
generation of  the  kidneys  always  comes  on  insidiously,  and  in 
cachectic  persons,  debilitated  by  some  pre-existing  wasting  dis- 
ease. In  100  instances  collected  by  Iiosenstein  it  coexisted 
with  the  following  disorders  : 

Pulmonary  tubercle,    ......  44  cases. 

(combined,  in  10  cases,  with  caries  of  bone, 
and  in  one  case  with  syphilis). 

Caries, 29  " 

Syphilis, 15  " 

Emphysema,         .......  3  " 

Cancer, 3  " 

Psoas  abscess,      .......  2  " 

Pyelitis  and  hydronephrosis,       .         .         .  2  " 

Abscess  of  liver,           .         .         .         .         .         .  1  " 

Chronic  alcoholism,     ......  1  " 

The  aspect  of  patients  with  waxy  kidneys  is  pale  and  cachectic, 
and  the  course  of  the  disease  is  essentially  chronic.  Dropsy  is 
present  in  the  majority  of  the  cases  (in  61  out  of  72  collected  by 
Rosenstein) ;  in  some  it  is  abundant  and  general,  in  others 
slight  and  partial.     Ursemic  symptoms  are  strikingly  infrequent. 

The  urine,  in  the  early  stage,  is  abundant  and  only  slightly 
albuminous,  but  toward  the  close,  it  becomes  highly  albuminous, 
scanty,  and  of  high  density.  In  a  case  under  my  observation, 
the  quantity  of  albumen  was  remarkable  for  its  variability  from 
day  to  day.1  The  urine  is  commonly  pale,  and  allows  only  a 
very  scanty  deposit  to  subside.  This  consists  of  atrophied  renal 
cells,  which  are  sometimes  fatty.  Cells  resembling  those  of  pus 
are  occasionally  found,  either  separate  or  aggregated  round  a 
cast.  The  tube-casts  are  usually  waxy  and  hyaline ;  they  do 
not,  according  to  Dr.  G.  Stewart,  yield  a  violet  color  with  iodine 
and  sulphuric  acid.  Epithelial  casts  are  not  unknown  in  these 
cases.  Munch  detected  "  corpora  amylacea  "  in  the  urine  of  a 
man  with  lardaceous  kidney ;  they  were  constantly  present,  and 
were  colored  violet  by  iodine  and  sulphuric  acid.2 

The  diagnosis  of  waxy  kidney  rests  chiefly  on  the  coexistence 
of  enlarged  (lardaceous)  liver  and  spleen,  and  on  the  presence  of 

1  A  case  is  reported  by  Pleischl  and  Klob,  in  which  the  urine  was  throughout 
free  from  albumen — cited  by  Eosenstein. 

2  Cited  by  Parkes.     Composition  of  the  Urine,  p.  394. 
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one  of  the  wasting  diseases,  of  which  waxy  kidney  is  known  to 
be  a  frequent  complication,  namely,  phthisis,  caries,  long-con- 
tinued suppuration,  and  constitutional  syphilis.  The  characters 
of  the  casts  are  not  diagnostic,  although  they  may  be  suggestive. 
Dr.  Stewart  lays  considerable  stress  on  the  abundance  of  the 
urine  in  the  early  period,  and  on  a  leukemic  state  of  the  blood. 
Rosenstein  denies  that  the  urine  is  invariably  abundant  in  the 
early  stage. 

GENERAL    COURSE    AND    SYMPTOMS. 

Chronic  Bright's  disease,  in  the  great  majority  of  instances, 
begins  slowly,  imperceptibly.  It  is  rarely  detected  until  it  has 
already  existed  some  months — it  may  be,  years.  The  attention 
of  the  patient  is  at  length  awakened  by  the  gradual  failure  of 
his  strength,  the  increasing  pallor  or  sallowness  of  his  com- 
plexion, and  his  disinclination  to  exertion ;  perhaps  his  sus- 
picions are  aroused  by  a  little  puffiness  under  the  eyes,  a  slight 
swelling  of  the  ankles  at  night,  unusually  frequent  calls  to  void 
urine,  or  shortness  of  breath. 

In  other  cases,  these  premonitions  are  altogether  wanting,  or 
perhaps  they  pass  unheeded.  The  fatal  disorganization  in  the 
kidneys  proceeds  silently,  amid  apparent  health,  and  then,  sud- 
denly, declares  itself  by  a  fit  of  convulsions,  rapid  coma,  amau- 
rosis, pulmonary  oedema,  or  a  violent  inflammation. 

Or,  again,  the  disease  creeps  on  stealthily  in  the  wake  of  some 
pre-existing  chronic  disorder — phthisis,  caries,  necrosis,  joint- 
disease,  constitutional  syphilis,  chronic  alcoholism,  or  exhausting 
suppuration. 

Or,  it  may  be  a  continuation  or  sequela  of  acute  Bright's 
disease. 

Lastly,  the  disease  may  lie  concealed  for  an  undetermined 
period,  and  then  reveal  itself  after  exposure  to  cold  or  a  fit  of 
intoxication,  in  the  guise  of  an  acute  attack — with  rapid  general 
anasarca  and  scanty  sanguineous  urine. 

The  principal  symptoms  of  the  disease  are:  albuminous  urine; 
deposits  of  tube-casts  and  renal  epithelium;  dryness  of  the  skin; 
frequent  micturition,  especially  at  night;  dropsical  effusions 
into  the  subcutaneous  cellular  tissue,  serous  cavities,  or  pul- 
monary substance ;  derangements  of  digestion ;  progressive  hy- 
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drsemia;  nraemic  phenomena  (headache,  amblyopia,  convulsions, 
coma,  vomiting,  and  diarrhcea);  hypertrophy  of  the  left  ventri- 
cle; secondary  inflammation  of  the  parenchymatous  organs  and 
serous  membranes. 

Few  cases  present  the  whole  of  these  symptoms;  and  many 
present  only  two  or  three  of  them.  The  alterations  in  the  com- 
position of  the  urine  are  the  most  invariable;  they  are  also  the 
earliest  and  most  distinctive  symptoms ;  next  follow,  in  the  order 
of  constancy,  the  deterioration  of  the  blood,  the  dropsical  symp- 
toms, and  lastly  the  ursemic  and  inflammatory  incidents. 

The  disease  usually  pursues  an  interrupted  course.  It  is 
subject  to  exacerbations  from  time  to  time,  with  intervals  of 
quiescence.  The  exacerbations  are  generally  occasioned  by  ex- 
posure to  cold,  or  some  imprudence  in  diet  or  regimen :  some- 
times no  cause  can  be  assigned  for  their  occurrence.  They  are 
marked  by  pyrexia ;  and  resemble,  often  closely,  an  attack  of 
acute  Blight's  disease.  The  intervals  of  quiescence  maybe  longer 
or  shorter,  some  weeks  or  months,  or  a  few  years;  the  remission 
of  the  symptoms  is  commonly  only  partial — the  main  features 
of  the  disease  persisting,  though  in  diminished  prominence. 
Sometimes,  however,  the  remission  is  almost  complete,  and 
there  remains  little  except  the  albuminous  state  of  the  urine  to 
attest  the  existence  of  renal  mischief.  Xay,  even  this  may,  in 
very  exceptional  cases,  be  absent,  and  the  nature  of  the  case  be 
first  revealed  at  the  autopsy. 

After  each  exacerbation,  it  is  commonly  pretty  evident  that 
the  disease  has  taken  a  step  in  advance,  and  assumed  a  fuller 
development ;  and  that,  probably,  an  additional  portion  of  the 
kidney,  hitherto  spared  or  only  slightly  affected,  has  been  dis- 
abled. 

But  whether  it  thus  proceed  -per  solium  or  more  continuously, 
the  kidneys  are  at  length  so  deeply  injured,  and  their  depurative 
functions  so  far  abrogated,  that  life  falls  a  forfeit. 

The  immediate  cause  of  dissolution  is  various.  Sometimes 
the  sufferer  passes  peaceably  away  exhausted  by  ana?mia,  bur- 
densome anasarca,  and  defective  digestion  of  food.  More  fre- 
quently the  final  scene  is  tumultuous.  Two  of  the  cases  to  be 
hereafter  related  terminated,  amid  a  pyrexial  exacerbation,  with 
formation  of  clots  in  the  heart.  About  one-third  of  the  subjects 
of  chronic  Bright's  disease  perish  by  ureemic  poisoning,  either 
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in  the  form  of  coma  and  convulsions  or  irrepressible  vomiting 
and  diarrhoea.  A  considerable  number  die  from  the  dangerous 
situation,  or  intensity,  of  the  dropsical  effusion — as  when  the 
lungs  or  glottis  are  invaded ;  or  death  comes  from  hydrothorax, 
or  from  gangrenous  erysipelas  set  up  in  the  tense  hydropic  in- 
teguments of  the  thighs,  legs,  or  genitals.  About  one-fifth  die 
by  secondary  pneumonia,  pericarditis,  or  double  pleurisy.  The 
remainder  are  cut  off"  by  less  closely  connected  complications 
— apoplexy,  cirrhosis,  phthisis,  intestinal  ulcerations,  &c. 

From  the  difficulty  of  assigning  the  exact  date  of  invasion, 
the  duration  of  the  disease  can  only  be  approximately  ascertained. 
Enough  is,  however,  known,  to  show  that  it  varies  within  very 
wide  limits.  The  usual  period  is  from  two  to  three  years ;  but 
cases  may  end  in  six  months,  or  be  protracted  for  four  and  five 
years.  Exceptional  instances  have  been  recorded,  in  which  pa- 
tients have  survived  10  years  (Johnson  and  Kussmaul),  and  even 
15  (Bright)  and  23  years  (Oppolzer). 

The  following  abstracts  of  cases  will  serve  to  exhibit 'the 
broad  features  of  the  disease,  in  its  more  familiar  aspects ;  and 
prepare  the  way  to  a  more  detailed  consideration  of  the  symp- 
toms and  complications  : 

Case  I. — Chronic  Bright 's  disease,  latent  two  years,  without  dropsy — 
fatty  casts  and  cells  in  the  urine.     Death  by  urcemic  convulsions. 

Mr.  V.,  a  solicitor,  of  temperate  habits,  set.  50.  Two  and  a  half 
years  ago,  Mr.  Y.  suffered  from  sciatica,  for  which  he  was  under 
medical  treatment.  At  that  time  a  little  albumen  was  discovered 
in  the  urine,  but  slight  importance  was  attached  thereto.  Mr  Y. 
speedily  recovered  from  his  sciatica,  and  continued  in  good  health, 
attending  to  his  business,  until  four  months  ago,  when  he  became 
subject  to  shortness  of  breath  and  catarrhal  symptoms.  These 
were  not  severe  enough  to  prevent  the  patient  from  pursuing  his 
occupation,  until  the  beginning  of  April,  1864,  when  I  was  requested 
to  see  the  case  with  Mr.  Mellor.  The  symptoms  complained  of 
were,  shortness  of  breath  on  exertion,  and  failure  of  strength;  there 
was  not  a  particle  of  oedema  (nor  had  there  ever  been  any),  nor 
ascites.  The  liver  and  spleen  were  not  enlarged;  there  were  no 
cardiac  murmurs;  but  there  existed  slight  precordial  bulging,  and 
the  heai-t's  apex  beat  in  the  vertical  line  of  the  nipple.  The  short- 
ness of  breath  evidently  depended  on  pulmonary  oedema.  The 
countenance  was  pale  and  sallow,  and  the  body  spare,  but  not  con- 
spicuously emaciated.  The  urine  was  copious  (three  pints),  of  low 
density  (1012),  and  highly  albuminous  (£) ;  it  deposited  a  not  incon- 
siderable flour-like  sediment,  composed  of  casts  and  renal  epithelia, 
many  of  which  showed  abundant  signs  of  fatty  changes  (see  Fig.  41). 
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The  casts  were  mostly  medium-sized  :  some  were  granular  and 
opaque,  as  at  (a);  others,  in  about  equal  numbers,  were  nearly  hya- 
line, with  only  very  faint  markings,  as  at  (b).  Withered  epithelia 
studded  some  of  the  casts,  or  lay  scattered  free  about  the  field. 
Botryoidal  fat-masses  lay  imbedded  in  some  of  the  casts;   other 

Fig.  41. 


Casts  and  renal  cells  from  the  urine  of  Mr.  V .     a  a.  granular  opaque  casts:  h  b.  hya- 
line casts  ;  c  d.  fatty  masses. 

casts  were  dotted  over  irregularly  with  oily  particles.  Some  of  the 
renal  cells  were  similarly  dotted  in  their  interiors,  while  others  were 
entirely  changed  into  round  agglomerations  of  fat  molecules  (granu- 
lar corpuscles)  (c,  d).    A  few  sparse  blood-disks  were  scattered  about. 

The  previous  history  was  singularly  barren  of  etiological  indica- 
tions. The  patient's  mode  of  life  had  been  strictly  temperate ;  and 
there  was  no  evidence  of  repeated  exposure  to  cold,  nor  of  gout. 
Father  and  mother  died  at  the  age  of  forty-five — the  latter  of  con- 
sumption. He  himself  had  enjoyed  remarkably  good  health,  until 
the  invasion  of  his  present  complaint. 

The  treatment  adopted  was :  dry  cupping  the  chest,  warm  bath 
every  second  day,  flannel  clothing,  cod-liver  oil,  and  iron.  The  dry 
cupping  removed  the  dj^spncea  at  once,  and  some  general  amend- 
ment took  place  in  the  course  of  the  ensuing  month. 

This  gentleman  continued  under  observation  until  his  death,  which 
took  place  in  three  months.  He  improved  for  a  while,  and  was  able 
to  go  to  Southport  for  a  fortnight,  where  he  derived  considerable 
benefit.  He  considered  himself  so  well  on  his  return,  that  he  be- 
lieved a  week  or  two  would  complete  his  recovery.  He  resumed  his 
usual  occupation,  and,  for  a  week  or  two,  went  daily  to  his  office. 
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But  this  truce  was  wholly  deceptive ;  the  condition  of  the  urine 
never  improved.  It  became  progressively  scantier  in  quantity — 
first,  it  fell  to  40  ounces,  and  then  to  30  ounces,  while  the  specific 
gravity  continued  to  range  from  1009  to  1011;  and  the  deposit  of 
casts  became  more  and  more  opaque-granular,  and  less  and  less 
fatty.  Emaciation  also  progressed,  and  the  shortness  of  breath  re- 
turned, and  could  no  longer  be  kept  under  by  dry  cupping.  A  per- 
sistent feverishness  began  to  prevail:  the  nights  were  restless;  but 
during  the  day  the  patient  was  dull,  almost  drowsy,  and  indifferent. 
Not  a  trace  of  oedema  appeared  throughout  the  complaint.  The 
hypertrophy  of  the  heart  became  progressively  more  conspicuous. 

In  the  last  fortnight  of  life,  the  urine  became  very  scanty  (still  of 
low  density),  and  was  totally  suppressed  for  twenty-four  hours 
before  death ;  vomiting  recurred  frequently,  with  utter  loathing  of 
food,  and  especially  of  animal  flesh.  The  sight  failed,  and  two  days 
before  death  he  became  completely  blind  for  more  than  half  an  hour. 
The  restlessness  increased,  accompanied  with  wandering  delirium, 
the  tongue  became  dry,  the  indifference  merged  into  drowsiness, 
and,  after  a  fit  of  convulsions,  he  died. 

The  general  course  and  symptoms  clearly  indicated  a  granular 
contracting  kidney;  but  the  friends  would  not  permit  a  post-mortem 
examination. 

Case  II. — Chronic  Bright  s  disease  from  intemperate  habits — sudden 
anasarca  after  a  wetting.  Death  from  pericarditis.  Granular  con- 
tracted kidneys. 

"W".  M.,  a  carter,  set.  40,  of  intemperate  habits,  was  admitted  into 
theEoj^al  Infirmary,  March  1,  1858,  with  general  anasarca  and  asci- 
tes. He  had  followed  his  employment,  and  considered  himself  in 
good  health,  until  three  months  back,  when  he  got  a  severe  wetting, 
and  allowed  his  clothes  to  dry  on  him.  Soon  alter  followed  lumbar 
pains  and  general  swelling  of  the  body.  On  admission,  there  was 
oedema  of  the  face,  trunk,  and  extremities,  and  considerable  as- 
cites. The  skin  was  dry;  the  urine,  of  low  specific  gravity,  con- 
tained tube-casts,  but  no  blood.  After  he  had  been  in  the  house  a 
fortnight,  the  urine  became  scanty,  and  intense  pericarditis  set  in, 
which  proved  fatal  on  the  fifth  day.  He  died  comatose  with  sup- 
pression of  urine.  At  the  autopsy  the  kidneys  were  found  granular 
-and  greatly  atrophied;  scarcely  any  cortical  substance  remained. 
Abundance  of  fibrinous  exudation  existed  in  the  pericardium;  left 
ventricle  immensely  hypertrophied — the  walls  fully  one  inch  thick; 
the  valves  were  healthy. 

The  state  of  the  organs  after  death,  indicated  that  the  disease  had 
been  really  in  existence  for  a  much  longer  period  than  the  few 
months  during  which  symptoms  had  been  noted  by  the  patient. 

Case  III. —  Chronic  Bright s  disease  from  repeated  pregnancies — recur- 
rent urcemic  convulsions.     Granular  contracted  kidneys. 

Mrs.  X.,  set.  39,  became  pregnant  of  her  sixth  child  in  the  autumn 
of  1862.     About  the  third  month,  unusual  frequency  of  micturition 
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at  night  was  observed,  and  soon  after  slight  oedema  of  the  face  and 
legs.  The  urine  was  found  to  contain  albumen.  The  foetus  was  ex- 
pelled without  accident  at  the  fifth  month,  and  a  few  days  after  all 
the  cedema  disappeared;  but  the  urine  still  continued  albuminous.  I 
first  saw  her  about  two  months  after  the  miscarriage.  There  was 
no  cedema  of  any  part.  The.  urine  was  of  low  density,  and  moder- 
ately albuminous.  The  deposit  contained  a  few  transparent  tube- 
casts,  some  of  which  showed  slight  evidences  of  fatty  change; 
others  were  opaque,  and  studded  with  withered  epithelia  (see  Fig. 
42). 

Fig.  42. 


Transparent  and  opaque  casts  from  the  urine  of  Mrs.  X . 

The  patient  continued  under  observation  for  above  a  year,  and 
died,  at  length,  comatose,  after  repeated  attacks  of  convulsions. 
Each  catamenial  period  was  marked  by  great  nervous  excitement ; 
and  on  several  occasions  convulsions  took  place  at  these  periods,  ac- 
companied with  temporary  amaurosis.  Severe  headache  was  a  very 
constant  symptom,  especially  on  the  days  preceding  the  catamenial 
periods.  After  death  the  kidneys  were  found  granular  and  atro- 
phied, and  the  left  ventricle  much  enlarged. 

Case  TV. — Chronic  Bright' s  disease  from  intemperance  and  exposure  to 
cold — general  dropsy,  complicated  with  old  chronic  peritonitis.  Death 
from  syncope.  Smooth  white  kidney,  beginning  to  contract.  Myriads 
of  minute  uric  acid  calculi  in  the  infundibula. 

J.  E.,  ret.  48,  a  French  polisher,  from  Oldham,  was  admitted  into 
the  Koyal  Infirmary,  April  4th,  1864. 
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There  was  great  ascites,  tense  oedema  of  the  lower  extremities, 
with  an  erysipelatous  state  of  the  integuments  of  the  upper  and  in- 
ner parts  of  the  thigh  and  scrotum ;  oedema  also  of  arms  and  back 
of  hands.  The  heart  was  displaced  upwards,  and  much  enlarged; 
there  were  no  cardiac  murmurs.  There  was  great  emaciation,  cough, 
purulent  expectoration,  and  orthopnoea. 

The  urine  was  scanty,  dark-colored  from  blood,  highly  albuminous; 
it  let  fall  an  abundant  chocolate-colored  deposit,  composed  of  "  blood- 
casts/'  "granular  casts,"  and  "epithelial  casts,"  with  abundance  of 
free  renal  epithelium  and  free  blood-disks.  Mixed  with  these  were 
a  large  number  of  irregularly-tailed  and  spindle-shaped  cells,  evi- 
dently from  the  pelvis  of  the  kidney  (see  Fig.  43). 

Fig.  43. 


Blood-casts,  granular  casts,  blood-disks,  tailed  and  irregular  cells  from  the  pelvis  of  the 
kidney — from  the  urine  of  J.  R. 

The  patient  stated  that  he  had  been  ailing  twenty  weeks :  the 
symptoms  had  come  on  gradually.  The  swelling  had  first  appeared 
in  the  belly,  and  the  enlargement  of  the  abdomen  was  still  out  of 
proportion  to  the  general  dropsy.  His  habit  had  been  for  years  in- 
temperate, and  he  was  often  exposed  to  chills,  in  suddenly  passing 
from  his  warm  workshop  to  the  cold  open  air.  He  had,  however, 
been  a  healthy  man,  and  had  never  lost  a  day's  work  until  his  pre- 
sent illness. 

He  went  on,  with  little  change  in  the  general  symptoms  and  urine, 
for  twenty-five  days,  when  he  became  feverish  and  delirious,  appar- 
ently from  cold,  taken  by  imprudently  exposing  himself  after  a  warm 
bath.  He  suddenly  fell  back  dead  on  April  27th,  as  the  nurse  was 
shifting  him  for  the  purpose  of  making  his  bed. 
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Autopsy,  24  hours  after  death.  There  was  a  good  deal  of  anasarca 
of  the  lower  limbs,  fore-arms,  and  hands.  An  enormous  quantity  of 
serum  escaped  from  the  peritoneal  cavity.  The  peritoneal  membrane, 
in  its  entire  extent,  was  thickened,  or  rather  it  was  invested  with  "a 
layer  of  thin  adherent  fragile  false  membrane  of  a  pearly  tran.-du- 
cency,  like  the  hyaline  membrane  of  an  hydatid  sac.  The  intestines 
were  sunk  on  the  spine;  there  was  no  recent  peritonitis.  The  liver 
was  covered  over  with  a  rough  layer  of  hyaline  false  membrane, 
which  evidently  embraced  it  tightly,  and  had  caused  it  to  shrink  much 
below  its  natural  bulk.  On  section  it  did  not  display  a  cirrhotic 
structure.  The  spleen  was  rather  large ;  its  capsule  thick  and  opaque. 
The  kidneys  weighed  together  eleven  ounces.  They  were  firm,  and 
their  capsule  smooth,  but  opaque  and  thickened.  The  capsule  peeled 
off  with  only  moderate  ease,  and  tore  the  subjacent  tissue  a  little. 
The  surface  of  the  gland  was  yellowish-white  picked  with  dead 
white,  like  ivory.  On  section,  the  same  appearance  was  seen  to 
prevail  throughout  the  cortical  part.  The  cortex  was,  if  anything, 
telow  its  normal  proportion.  The  pyramids  were  of  a  faint  red 
color,  not  unnatural-looking.  The  infundibula  were  somewhat  di- 
lated, and  contained  (in  both  kidneys)  myriads  of  very  minute  yel- 
low, uric  acid  calculi.  These  varied  in  size  from  a  pin's  head  to  an 
almost  microscopic  object;  they  were  lumpy  and  irregular  in  shape. 
The  papillae  were  flattened,  some  of  them  almost  obliterated.  The 
kidneys  were  evidently  of  the  "  smooth  white"  species,  beginning 
to  pass  into  a  state  of  contraction.  The  heart  weighed  12*  ounces; 
the  left  ventricle  was  enormously  hypertrophied ;  its  walls  seven- 
eighths  of  an  inch  thick.  The  right  ventricle  was  also  hypertro- 
phied, and  the  tricuspid  orifice  somewhat  patulous.  All  the  valves 
were  perfectly  healthy.  The  lungs  were  strongly  compressed,  and 
partially  airless  and  leathery  from  pleuritic  effusion. 
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Urine. — The  urine  is  albuminous  to  most  varied  degrees.  It 
may  become  absolutely  solid  on  boiling,  or  it  may  contain  only 
the  minutest  traces  of  albumen,  even  in  confirmed  and  fatally- 
tending  cases. 

Absolute  freedom  from  albumen,  even  for  short  intervals,  is  very 
rare  :  I  am  convinced,  that  a  considerable  number  of  the  cases  so 
reported,  are  examples  of  imperfect  testing.  TThen  the  quantity  of 
albumen  is  extremely  small,  nice  management  is  required  to  detect 
it.  Heat  is  insufficient;  nitric  acid  should  be  allowed  to  trickle  slowly 
to  the  bottom  of  the  test-tube,  and  some  minutes  allowed  to  elapse  in 
order  to  develop  the  hazy  zone  above  the  level  of  the  acid.  But  it 
must  be  admitted  that  chronic  degenerations  of  the  kidneys,  not  dis- 
tinguishable from  some  forms  of  Bright's  disease,  do  exist  under 
certain  circumstances,  without  albuminuria.  The  following  example 
of  scarlatinal  dropsy,  running  a  chronic  course  and  ending  fatally, 
without  albuminuria,  occurred  in  my  practice  : 
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J.  K.,  set.  8,  was  admitted  into  the  Royal  Infirmary,  April,  1864, 
afflicted  with  general  anasarca.  She  had  had  scarlet  fever  four 
months  before,  and  during  convalescence  therefrom  (in  the  third 
week),  was  suddenly  seized  with  general  swelling  of  the  body, 
which  has  continued  since.  When  admitted,  she  presented  a  perfect 
type  of  scarlatinal  dropsy — universal  and  great  anasarca,  difficultly 
pitting  on  pressure,  puffy  pasty  face,  excessive  pallor  of  the  surface, 
shortness  of  breath.  On  examining  the  urine  not  a  particle  of  albu- 
men could  be  detected,  nor  any  casts  or  other  renal  derivatives;  it 
was  scanty  and  high-colored.  The  skin  was  very  dry,  and  a  constant 
degree  of  fevcrishness  existed. 

She  remained  under  observation  until  her  death,  four  weeks  after 
admission.  The  oedema  remained  stationary;  the  urine  was  repeat- 
edly examined,  but  never  found  to  contain  albumen.  The  fever- 
ishness  became  more  intense,  the  tongue  became  dry,  and  the  breath 
very  short ;  toward  the  close  there  was  diarrhoea,  which  helped  to 
carry  her  off. 

Autopsy,  24  hours  after  death.  Several  deep  and  old  tuberculous 
ulcers  were  found  in  the  small  intestines.  A  few  nodules  of  tubercle, 
as  big  as  peas,  were  grouped  under  the  peritoneum,  around  the  bases 
of  these  ulcers.  The  mesenteric  glands  were  enlarged  and  tuber- 
culous. There  was  no  general  tuberculosis  of  the  peritoneum.  The 
lungs  contained  a  few  old  tubercles  (of  no  great  size)  at  the  aj)ices. 
The  tuberculous  masses  were  throughout  old  and  inactive. 

Both  pleurce  contained  a  large  quantity  of  fluid,  and  the  lungs  were 
much  compressed  thereby. 

The  liver  was  excessively  bloodless.     The  heart  was  natural. 

The  kidneys  were  good  examples  of  the  "  smooth,  white"  Bright's 
kidney.  They  were  slightly  enlarged,  and  weighed  together  seven 
ounces.  The  organs  were  limp,  their  surface  pale  and  smooth;  the 
capsule  peeled  off  readily.  The  most  curious  thing  about  them  was 
the  existence  of  certain  sharply-outlined  flat  depressions,  which  dif- 
fered from  the  remainder  of  the  superficies.  The  surface  generally 
was  of  a  characteristic  fawn-color,  picked  with  dead-white;  but  at 
these  depressed  spots  the  color  was  slate-gray,  and  contrasted 
markedly,  by  its  blank,  gray  aspect,  with  the  spotted  appearance  of 
the  remainder.  It  was  evident  that  atrophic  changes  were  begin- 
ning to  take  place  at  these  spots.  On  section,  the  kidneys  presented 
the  usual  appearance  of  the  "  smooth,  white"  kidney. 

There  was  no  information  as  to  the  state  of  the  urine  when  the 
anasarca  broke  out;  but  for  a  month  preceding  death  it  was  free 
from  albumen,  though  the  general  symptoms,  and  the  state  of  the 
kidneys  after  death,  bore  evidence  of  the  existence  of  Bright's  dis- 
ease.1 

The  amount  of  albumen  lost  in  twenty-four  hours  varies  com- 
monly from  45  to  300  grains;  Dr.  Parkes  observed  in  one 
instance  as  much  as  545  grains.     The  quantity  is  lai'ger  during 

1  Hamilton,  out  of  sixty  cases  of  scarlatinal  dropsy  observed  by  him  in  Edin- 
burgh, encountered  two  in  which  there  was  no  albuminuria. 
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digestion  than  during  fasting;  it  may  be  twice  as  great.  It 
rises  and  falls  irregularly  in  the  course  of  the  disease — some- 
times diminishing  to  a  trace,  and  anon  increasing  to  an  intense 
impregnation. 

The  urine  is  generally  pale,  and  not  quite  clear.  It  deposits, 
on  standing,  an  amorphous  whitish  sediment  of  renal  epithelium 
and  tube-casts.  It  sometimes  contains  blood — even  in  quantity 
— though  generally  only  in  microscopic  proportion.  When 
there  is  intercurrent  pyrexia,  or  the  case  is  complicated  with 
phthisis  or  regurgigant  heart  disease,  the  urine  may  be  high- 
colored,  and  turbid  from  lithates. 

The  quantity  of  urine  voided  per  day  varies  according  to  the 
type  of  the  disease,  and  the  presence  or  absence  of  pyrexia, 
sweating,  vomiting,  or  diarrhoea.  The  urine  is  throughout  scanty 
with  the  large  white  kidney;  I  have  known  it  not  to  exceed  35 
ounces  on  any  one  day  for  a  period  of  four  months,  and  to  be 
under  20  ounces  for  three  successive  weeks,  and  under  12  ounces 
for  several  consecutive  days.  It  may  even  sink  to  one  or  two 
ounces.  With  the  granular  contracting  kidney,  the  urine  is 
abundant  (three  or  four  pints  a  day)  in  the  middle  periods  of  the 
disease;  but  it  gradually  grows  scantier  toward  the  termination; 
in  exceptional  instances,  the  diuresis  is  profuse,  and  the  urine 
may  occasionally  amount  to  five  and  even  nine  pints  a  day.1 
These  larger  quantities  have  been  generally  observed  after  an 
attack  of  ursemic  convulsions,  or  coincidently  with  sudden  sub- 
sidence of  dropsy. 

The  specific  gravity  is  low  when  the  urine  is  copious  (1006 
to  1015) ;  but  when  it  is  scanty,  the  sp.  gr.  may  rise  to  1030  or 
even  1040. 

The  reaction  of  the  urine  is  nearly  always  acid;  and,  not  un- 
frequently,  it  deposits  uric  acid  and  oxalate  of  lime.  Occasion- 
ally I  have  noted  it  alkaline  from  fixed  alkali,  and  twice 
ammoniacal  on  emission. 

The  renal  derivatives  (epithelium  and  tube-casts)  are  markedly 
scantier  in  the  chronic  than  in  the  acute  forms  of  Bright's  dis- 
ease; and  it  is  not  uncommon  for  them  to  be  altogether  absent 
for  limited  periods.  They  are,  however,  sometimes  discoverable 
when  the  urine  has  ceased  (temporarily)  to  be  albuminous.    The 

1  Christison.  pp.  174  and  186.  Pfeufer,  in  Henle  and  Pfeufer's  Zeitsch.,  Bd. 
I,  p.  58. 
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appearances  of  the  discharged  epithelia  and  casts  present  con- 
siderable diversities,  which  supply  an  important  insight  into  the 
structural  changes  going  on  within  the  kidney.  The  epithelial 
cells  may  be  simply  withered;  more  rarely  they  are  totally  dis- 
integrated into  an  amorphous  granular  debris;  in  other  cases 
they  contain  specks  of  oil,  or  they  may  even  be  wholly  con- 
verted into  an  agglomeration  of  oily  particles,  so  as*  to  appear 
identical  with  the  so-called  "  granular  corpuscle,"  or  "  inflam- 
mation globule."  The  casts  are  sometimes  similarly  speckled 
with  fat,  and  free  oily  dots  are  scattered  over  the  field.  Such  a 
conjunction  indicates  a  fatal  disorganization  of  the  organs — 
either  large  fat  kidneys,  or  contracted  granular  ones.  But  the 
casts  most  commonly  seen  in  chronic  Bright's  disease  are  "  small" 
and  "  large"  hyaline  forms,  and  "  granular"  opaque  ones.  Any 
of  these  may  have  a  few  wasted  epithelial  cells  strewed  over 
them.  Perfect  "  epithelial"  casts  are  rare  in  chronic  cases,  and 
blood  casts  are  still  more  rare,  unless  there  be  concomitant  tri- 
cuspid regurgitation. 

When  intercurrent  exacerbations  of  the  renal  process,  with 
pyrexia,  arise,  there  will  be  found  (whatever  may  have  been  the 
previous  character  of  the  casts)  medium-sized  and  large  solid- 
looking,  pale-straw,  albuminous  casts,  resembling  molten  glass 
(see  Fig.  45). 

Casts  of  these  diverse  appearances  may  be  discharged  by  the 
same  individual,  even  during  the  same  day.  Conclusions  as  to 
the  probable  state  of  the  kidney  can  only  be  drawn  from  the 
prevailing  character  of  the  deposit,  and  not  from  one  or  two  in- 
dividual casts  or  cells.  This  diversity  in  the  character  of  the 
casts  arises  from  the  different  condition  of  the  several  parts  of 
the  gland.  In  some  portions  the  tubuli  may  be  denuded  of  their 
epithelium,  and  the  exudation  thrown  into  them  is  discharged 
in  the  form  of  large  hyaline  casts  ;  if  the  denuded  portions  have 
undergone  subsequent  contraction  the  casts  will  be  small  and 
hyaline.  Other  tubes,  clothed  or  partially  clothed  with  epithe- 
lium, shed  some  of  their  cells  with  the  contained  exudation,  and 
cause  the  appearance  in  the  urine  of  casts  more  or  less  studded 
with  epithelial  remnants.  The  longer  the  exudation  is  retained 
within  the  tubuli,  the  darker  and  more  granular  will  it  appear, 
when  discharged  as  casts;  and  vice  versa,  casts  speedily  dis- 
charged are  commonly  hyaline.     Sometimes  casts  are  darkened 


PARTICULARS    OF    SYMPTOMS.  339 

by  the  coloring  matter  of  the  blood ;  and  the  opaque  granular 
ones  are  (sometimes  at  least)  composed  of  crushed  epithelial 
debris  moulded  into  the  forms  of  the  tubuli.     (See  Diagnosis.) 

The  normal  solids  of  the  urine  are  all  diminished  in  chronic 
Bright's  disease.  The  urea  is,  as  a  rule,  markedly  reduced — the 
daily  quantity  averaging  only  about  100  grains;  Frerichs  has 
observed  it  as  low  as  15  grains.1  There  is  no  correspondence, 
direct  or  inverse,  between  the  excretion  of  urea  and  the  dis- 
charge of  albumen.  With  intercurrent  pyrexia  the  excretion  of 
urea  arises. 

The  changes  in  the  blood  are  the  complement  of  those  in  tbe 
urine.  The  blood  becomes  more  watery  and  poorer  in  albumen 
and  red  corpuscles.  On  the  other  hand  urea,  uric  acid,  the  ex- 
tractive matters  and  tbe  pale  corpuscles  accumulate  in  it.  This 
alteration  in  the  composition  of  the  blood  is  deeply  concerned  in 
the  production  of  the  more  prominent  features  of  the  disease — 
the  anaemic,  dropsical  effusions,  ursemic  phenomena,  and  secon- 
dary inflammations. 

Dropsy  is  much  oftener  absent  in  the  chronic  than  in  the 
acute  form.  It  is  much  more  constant  with  the  smooth  large, 
than  with  the  granular  contracted  kidney.  Of  the  latter  class 
probably  one-third  or  one-fourth  of  the  cases  run  their  entire 
course  without  dropsy.  The  effusion  begins  quite  as  often  in 
the  feet  and  legs  as  in  the  face ;  it  is  commonly  slight  and  par- 
tial, but  sometimes  excessive  and  general.  When  the  heart  or 
liver  is  diseased,  ascites  and  oedema  of  the  legs  become  dispro- 
portionately prominent.  The  effusion  is  apt  to  change  its  seat 
capriciously ;  and  it  comes  and  goes  from  time  to  time.  Some- 
times it  disappears  totally  for  months,  and  then  returns  again. 
More  frequently,  after  a  subsidence  of  the  general  dropsy,  oedema 
lingers  obstinately  in  one  or  two  places — over  the  flat  of  the  ti- 
biae, about  the  ankles,  beneath  the  eyelids,  under  the  conjuncti- 
val membrane,  or  about  the  genitals.  The  presence  or  absence 
of  dropsy,  generally,  but  by  no  means  always,  corresponds  with 
the  abundance  or  scantiness  of  the  urine ;  but  it  has  no  relation 
to  the  amount  of  albumen. 

1  Exceptions  occur  to  this  rule.  Mosler  mentions  a  case  of  Bright's  disease  in 
which  640  grains  of  urea  were  voided  in  one  day  (Archiv  d.  Vereins,  Bd.  xi, 
p.  513).  Schottin  found  creatine  and  creatinine  increased  in  the  urine  in 
Bright's  disease,  and  the  increase  was  observed  to  keep  pace  with  the  intensity 
of  the  ursemic  symptoms  (Archiv  der  Heilk.,  1860,  p.  417). 
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The  skin  is  usually  obstinately  dry ;  perspiration  is  quite  ex- 
ceptional; and  when  it  occurs,  is  commonly  due  to  diaphoretic 
measures  of  treatment.  Profuse  sweating  does,  however,  some- 
times take  place  spontaneously,  and  may  even  continue  for 
weeks.  In  one  such  case  under  my  care  an  abundant  crop  of 
pemphigus  vesicles  broke  out  on  the  surface.  The  integuments 
in  some  cases  are  excessively  pale  and  glossy,  but  more  com- 
monly they  are  sallow  and  rough.  There  is  little  or  no  tender- 
ness in  the  renal  region  in  the  chronic  cases,  and  the  frequency 
of  micturition  is  mostly  observed  at  night. 

Some  degree  of  bronchitis  is  almost  an  invariable  coincident  of 
Bright's  disease  both  in  the  acute  and  chronic  form. 

Complications  and  connection  with  other  diseases. — The  digestive 
organs  are  nearly  always  disturbed:  at  first  there  is  loss  of  appe- 
tite and  nausea;  in  the  later  periods  frequent  or  even  uncontrol- 
lable vomiting  is  not  uncommon.  The  bowels  are  alternately 
bound  and  loose.  Severe  fitful  diarrhoea,  which  leaves  the 
dropsy  undiminished,  is  not  uncommon,  especially  toward  the 
close  of  the  complaint.  ISTot  unfrequently  anatomical  lesions 
are  found  in  the  intestines  which  explain  these  disturbances;  in 
other  cases  they  are  manifestly  ursemic.  Treitz  states  that  urea 
is  discharged  into  the  intestines  from  the  blood,  and  converted 
into  carbonate  of  ammonia,  which  acts  as  an  irritant  on  the  in- 
testinal mucous  membrane.  The  more  palpable  changes  found 
in  the  intestines  are, — follicular  catarrh,  dysenteric  ulcers — 
sometimes  with  sloughing  of  the  mucous  membrane.  In  220 
cases  of  Bright's  disease  collected  by  Treitz,  the  following  con- 
ditions of  the  intestines  were  found  after  death:1 

Hydrorrhoea  (intestines  filled  with  yellow-greenish  fluid),     .  80  times. 

Blennorrhcea  and  catarrh,        .         .         .         .         .         .         .  60  " 

Croupous  and  ulcerous  dysentery,  ......  19  " 

Sloughing,        .         .         .         .         .         .         .         .         .         .  12  " 

Sanguineous  contents  without  discoverable  source  of  hemor-  ] 

rhage, } 

Normal  faeces,  ..........  5  " 

Contents  of  intestines  undetermined,      .....  11  " 

Secondary  inflammations  of  the  lungs,  endocardium,  pericar- 
dium, pleura,  peritoneum  or  integuments,  may  break  out  at  any 

1  Prag.  Vierteljahrschr.,  1859. 
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period  in  the  course  of  chronic  Bright's  disease.  The  tendency 
to  these  constitutes  one  of  the  principal  dangers  of  the  com- 
plaint. Cardiac  hypertrophy,  valvular  disease,  and  pulmonary 
tubercle  are  frequent  complications. 

The  following  table  exhibits  the  proportionate  frequency  with 
which  the  various  organs,  other  than  the  kidneys,  are  found  af- 
fected in  Bright's  disease  generally.  It  contains  the  results  of 
406  autopsies,  contributed  as  follows:  Bright,  100;  Christison, 
14;  Gregory,  37;  Martin-Solon,  8;  Eayer,  48;  Becquerel,  45; 
Bright  and  Barlow,  10;  Malmsten,  9;  Frerichs,  21;  Eosen- 
stein,  114. 
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of  intestine. 

In  addition,  there  were :  1  case  complicated  with  cancer  of  the 
liver;  4  cases  with  cancer  of  the  pylorus;  2  typhoid  ulcers  of  intes- 
tines; 2  meningitis;  1  meningeal  tubercle;  11  tumor  cerebri;  3  ab- 
scess of  lung;  11  nutmeg  liver;  3  lardaceous  liver;  9  contraction  of 
spleen;  3  diphtheritis  of  intestines;  1  softening  of  brain;  6  chronic 
arachnitis;  1  suppurative  meningitis. 

Bright's  disease  and  phthisis. — Phthisis  is  a  frequent  compli- 
cation of  Bright's  disease.  Eight  cases  have  fallen  under  my 
observation  in  the  last  two  years.  In  five  of  these  the  pulmo- 
nary disease  was  clearly  antecedent  in  point  of  origin  to  the 
renal;  in  three  the  sequence  was  the  reverse.  The  coexistence 
of  two  fatally  tending  diseases  might  have  been  expected  to 
accelerate  the  inevitable  issue  ;  yet  most  cases  of  this  class  run 
an  exceedingly  chronic  course,  and  continue  in  a  stagnant  con- 
dition for  months  together.  In  the  following  remarkable  in- 
stance, the  pulmonary  disease  (already  in  its  third  stage)  almost 
completely  retrograded,  and  was  supplanted  by  the  renal  af- 
fection : 
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M.  C,  set.  20.  a  mechanic,  was  admitted  into  the  Royal  Infirmary 
Oct.  27.  1863.  He  was  a  well-grown  young  man,  with  white  pallid 
features,  dry  skin,  heavj^  eyes,  and  moderate  oedema  of  the  lower 
extremities."  The  abdomen  was  enlarged  from  ascites,  and  the  in- 
teguments of  the  flanks  and  lrypogastrium  were  cedematous;  pulse 
112,  regular,  small;  respirations  21;  tongue  moist,  slightly  furred. 
The  state  of  the  chest  on  admission  was  as  follows :  Diminished  ex- 
pansion over  both  apices;  but  more  on  the  right  side  than  the  left; 
conspicuous  depression  of  the  right  infra-clavicular  region.  There 
was  almost  complete  loss  of  resonance  on  the  right  side  as  low  as 
the  second  interspace.  The  right  upper  scapular  regions  were  also 
dull  on  percussion.  Moist  crepitation  and  cavernous  rhonchi  were 
heard  beneath  the  clavicle  on  both  sides.  Whispering  pectoriloquy 
was  very  distinct  below  the  right  clavicle,  and  present,  though  less 
typically,  over  the  left  apex.  The  heart's  sounds  were  natural; 
there  was  no  appreciable  hypertrophy.  The  expectoration  was  co- 
pious, airless,  purulent. 

The  urine  was  scanty,  amber-colored,  specific  gravity  1030,  in- 
tensely albuminous,  becoming  almost  solid  on  boiling.  A  slight  de- 
posit of  withered  renal  epithelia  and  transparent  tube-casts  without 
any,  or  only  very  faint,  signs  of  fatty  changes,  lay  at  the  bottom  of 
the  glass. 

The  history  disclosed  perfect  health  until  ten  months  ago,  when 
the  patient  began  to  cough.  He  attributed  these  symptoms  to  cold 
taken  by  passing  out  into  the  cold  air  from  his  hot  work-room.  His 
family  is  tuberculous :  a  sister  came  subsequently  under  my  care 
with  phthisis.  He  had  night  perspirations  six  months  ago.  Three 
weeks  before  admission  the  ankles  befan  to  swell;  but  the  skin  had 
been  dry  for  three  months. 

Cod-liver  oil  and  iron  were  prescribed ;  a  warm  bath  was  admin- 
istered every  other  evening.  The  patient  constantly  kept  his  bed, 
on  account  of  the  swelling  in  his  legs  increasing  when  he  sat  up. 

For  a  period  of  two  months  I  was  unable  to  attend  at  the  Infirm- 
ary on  account  of  illness,  but  the  treatment  was  carried  on  during 
my  absence  without  alteration,  and  the  patient  kept  continuously  in 
bed.  When  I  revisited  the  wards  in  January,  1864, 1  found  the  renal 
symptoms  somewhat  advanced;  but  the  pulmonary  complaint  had 
decidedly  receded.  The  urine  was  very  scanty,  varying  from  12  to 
18  and  26  ounces  a  day,  with  a  specific  gravity  ranging  from  1030  to 
1034 ;  it  often  deposited  amorphous  urates.  On  Jan.  29th  the  urinary 
deposit  corresponded  to  the  following  description :  It  was  scanty, 
and  composed  of  atrophied  renal  cells,  with  a  few  excessively  trans- 
parent small  hyaline  casts,  some  of  which  were  speckled  with  albu- 
minous granules  and  a  few  doubtful  oil  particles  (see  Fig.  44).  The 
patient  at  this  date  was  in  a  quiescent  state  and  free  from  fever. 

The  chest  complaint  was  now  altogether  in  the  background;  there 
was  scarcely  any  expectoration,  and  the  physical  signs  indicated  a 
marked  amelioration.  The  depression  under  the  right  clavicle  was 
less  conspicuous,  and  the  movement  improved;  the  percussion  sounds 
were  still  unaltered,  and  the  rhonchi  still  cavernous,  but  not  abund- 
ant; pulse  varied  from  88  to  100;  respiration  from  20  to  22. 

During  February  the  urine  became  still  scantier  (12  to  20  ounces 
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a  clay),  with  a  density  ranging  from  1033  to  1041.  It  became  almost 
solid  on  boiling.  The  anasarca  increased,  and  extended  into  the 
face  and  upper  limbs.  Occasional  vomiting  took  place,  and  the  ap- 
petite failed  entirely. 

Fig.  44. 


Transparent  hyaline  casts,  from  the  urine  of  M.  C,  on  Jan.  29th  (quiescent  period). 

In  the  last  week  of  February,  the  patient  insisted  on  going  home. 
But  he  had  not  been  out  a  single  day  before  he  took  a  violent  cold, 
ushered  in  with  repeated  shiverings.  The  anasarca  increased  rap- 
idly; respiration  became  oppressed,  and  he  was  readmitted  three 
days  later  (Feb.  26th)  in  the  following  state :  Great  general  dropsy, 
the  urine  almost  suppressed,  distressing  oppression  of  breathing. 
A  compound  jalap  powder  was  administered,  after  which  he  vomited 
and  had  three  loose  motions. 

On  the  following  day  the  patient  was  very  thirsty  and  feverish ; 
tongue  furred,  red  at  edges;  pulse  128;  resp.  30;  cough  very  dis- 
tressing ;  a  scanty  expectoration  of  nummular  purulent  sputa.  He 
complained  loudly  of  pains  in  the  abdomen,  chest,  and  back,  espe- 
cially when  he  turned  in  bed. 

A  hot-air  bath  was  administered,  with  the  effect  of  inducing  co- 
pious sweating,  and  reducing  the  cedema  somewhat. 

Feb.  28th. — Urine,  last  24  hours,  only  8  ounces ;  it  was  intensely 
albuminous  and  deposited  urates.  The  renal  derivatives  presented 
totally  new  characters;  they  are  delineated  in  Fig.  45;  the  new  fea- 
ture was  the  appearance  of  massive  molten-looking  casts  of  large 
and  medium  size.  Some  of  them  were  slightly  granular  in  spots;  a 
few  were  also  sparsely  studded  with  epithelium  ;  hut  there  were  no 
proper  "  epithelial  casts;"  there  was  neither  blood  nor  fat.     Some  of 
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the  large  casts  lay  side  by  side  like  thick  logs,  and  appeared  as  if 
split  in  a  longitudinal  direction  at  their  extremities  (Fig.  45). 

Fig.  45. 


Massive  molten-looking  casts,  from  the  urine  of  M.  C,  on  Feb.  28  (pyrexial  period). 

On  the  28th  the  patient  grew  feebler  and  more  restless ;  obstinate 
vomiting  set  in,  and  continued  nearly  till  death,  which  took  place  on 
the  morning  of  the  29th.  Only  two  ounces  of  urine  were  passed  in 
the  last  24  hours  of  life.  There  were  neither  convulsions  nor  coma; 
and  vision  continued  good  to  the  last. 

Autopsy,  30  hours  after  death.  The  right  lung  presented  an  exqui- 
site example  of  retrograde  phthisis.  Half  a  dozen  small  cavities 
were  counted  in  the  upper  lobe — all  of  them  small,  varying  from  the 
size  of  a  pea  to  that  of  a  horse-bean — completely  lined  with  a  thick 
pyogenic  membrane.  Not  a  particle  of  tubercle  existed  around 
these  cavities  nor  in  any  part  of  this  lobe.  The  pulmonary  tissue 
was  dark  and  leathery,  and  very  imperfectly  aerated.  The  right 
apex  was  condensed,  deeply  puckered,  and  traversed  in  various  di- 
rections by  thick  white  lines  of  cicatricial  tissue.  In  the  lower  lobe 
of  the  same  lung,  a  vomica  as  large  as  a  filbert  was  found  with  an- 
fractuous boundaries  composed  of  tuberculous  matter.  Small  masses 
of  obsolete  tubercle — some  cretaceous,  others  putty-like — were  scat- 
tered sparsely  through  the  lower  lobe. 

The  left  lung  was  crepitant  throughout.  The  upper  lobe  contained 
three  cavities — one  as  big  as  a  walnut — lined  with  pyogenic  mem- 
brane, and  not  surrounded  by  tubercle.  Small  nodules  of  tubercle 
were  scattered  through  the  upper  and  middle  lobes — some  cretaceous, 
some  putty-like,  others  unsoftened  and  crude.     The  inferior  lobe  of 
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the  left  lung  was  highly  ©edematous.  No  fluid  existed  in  either 
pleura,  hut  old  adhesions  prevailed  sparingly  on  both  sides. 

The  heart  was  of  the  usual  dimensions;  the  walls  of  the  left  ven- 
tricle were  thicker  than  was  to  be  expected  in  a  case  of  phthisis. 
Both  sides  were  filled  with  firm  bulky  clots  of  yellowish  fibrine, 
which  closely  adhered  to  the  inequalities  of  the  chamber,  and  sent 
voluminous  prolongations  into  the  aorta  and  pulmonary  artery. 
The  formation  and  presence  of  these  clots  evidently  constituted  the 
immediate  cause  of  dissolution. 

The  liver  was  large  and  pale;  the  hepatic  cells  well  formed,  and 
not  containing  more  than  the  usual  quantity  of  fat  molecules. 

The  spleen  was  larger  than  usual;  its  texture  soft  and  natural. 

The  kidneys  weighed  together  23  ounces,  and  the  two  were  almost 
exactly  of  a  size.  They  furnished  a  typical  example  of  the  large, 
smooth,  mottled  kidney.  Their  surface  was  perfectly  smooth;  the 
capsule,  thin  and  transparent,  peeled  off  readily  without  tearing  the 
glandular  tissue.  The  prevailing  color  of  the  surface  was  fawn, 
marbled  here  and  there  with  red;  the  fawn  color  was  picked  with 
dead-white,  as  in  ivory.  The  organs  were  conspicuously  soft  and 
flabby.  The  red  parts  of  the  surface  showed  minute  spotty  and 
sinuous  injection  of  the  superficial  vessels. 

On  section,  the  cortex  was  found  greatly  hypertrophied;  it  stood 
half  or  three-quarters  of  an  inch  thick  on  the  broad  ends  of  the  cones. 
It  had  a  full  fawn  color,  with  broken  streaks  of  red  running  through 
it  in  diverging  lines,  from  the  bases  of  the  pyramids.  The  pyramids 
were  unusually  pale,  though  from  the  exsanguine  state  of  the  cor- 
tex, they  offered  a  pretty  strong  contrast  of  color  with  the  latter. 
The  epithelial  lining  of  the  convoluted  tubes  was  extensively  disor- 
ganized; both  cell  and  nucleus  were  reduced  to  a  granular,  fatty 
debris.  Scarcely  a  single  cell  approaching  perfection  could  be  seen. 
The  Malpighian  corpuscles  were  not  altered  in  size,  but  they  were 
penetrated,  and  rendered  opaque,  by  a  granular  material.  The  epi- 
thelium of  the  straight  tubes  was  in  much  better  preservation ;  not 
only  the  nuclei  could  be  seen,  but  the  outlines  of  the  cells  them- 
selves. A  considerable  quantity  of  spindle-shaped  fibre-cells  were 
found,  also  medium-sized  massive-looking  casts — resembling  those 
found  in  the  urine  shortly  before  death. 

Two  things  appeared  singular  in  relation  to  these  kidneys,  namely, 
that  the  urine  should  contain  so  few  renal  derivatives  when  the  kid- 
ney contained  such  an  immense  quantity  in  a  disorganized  state; 
and  secondly,  that  this  disorganized  material  should  contain  fat  in 
such  quantity  without  there  having  been  any,  or  scarcely  any,  in 
the  urinary  deposit.  Perhaps  that  the  degeneration  of  the  epithe- 
lium only  attained  this  maximum  degree  in  that  last  intercurrent 
febrile  attack  which  immediately  pi'eceded  death;  and  that  the 
plugging  up  of  the  canals  of  the  pyramids  with  the  massive  casts, 
which  then  appeared  for  the  first  time  in  the  urine,  was  the  deter- 
mining condition  of  the  suppression  of  urine,  and  of  the  absence 
from  it  of  the  derivatives  of  the  convoluted  tubes. 

It  is  quite  uncertain  what  fundamental  connection  there  may 
be   between   phthisis   and  B  right's    disease.      Bright    himself 
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thought  there  was  a  degree  of  antagonism  ;  and  he  pointed,  in 
support  of  his  opinion,  to  the  fact,  that  patients  with  degene- 
rated kidneys  do  not  often  become  phthisical ;  but  this  may  be 
-owing  to  the  more  advanced  age  of  the  great  majority  of  suf- 
ferers from  chronic  Bright's  disease.  In  young  persons  the 
coincidence  of  the  two  diseases  is  certainly  not  uncommon. 
Yet  the  foregoing  instance  would  seem  to  show,  in  a  striking 
manner,  that  chronic  Bright's  disease  is,  at  least,  not  especially 
favorable  to  the  deposition  of  tubercle ;  and  it  might  be  ques- 
tioned even,  whether  the  retrocession  of  the  tubercle  would 
have  become  so  complete  had  the  kidneys  remained  healthy. 
On  the  other  hand,  it  might  be  argued  that  the  retrocession  of 
the  tubercle  was  not  owing  to  the  antagonistic  influence  of  the 
renal  disease,  but  was  due  to  the  long  maintenance  of  the  body 
at  rest  and  in  an  equable  temperature  by  the  prolonged  lying 
abed. 

Bright's  disease  and  heart  disease. — The  connection  of  cardiac 
disease  with  renal  disorder  is  at  least  threefold. 

In  theirs/  class  of  cases,  simple  hypertrophy  of  the  heart,  and 
especially  of  the  left  ventricle,  is  found  without  valvular  incom- 
petency and  without  degeneration  of  the  muscular  fibres.  In 
this  class,  which  is  a  numerous  one,  as  the  table  at  p.  341  shows, 
the  cardiac  affection  is  secondary  to  the  renal.  Bright,  who 
was  the  first  to  point  out  this  curious  coincidence,1  offered  two 
explanations  of  it — either,  that  the  altered  composition  of  the 
blood  exercised  an  irregular  and  unwonted  stimulation  upon 
the  muscular  tissue  of  the  heart,  or,  so  impeded  the  circulation 
in  the  capillaries  that  a  greater  effort  of  the  ventricle  was  re- 
quired to  drive  the  blood  through  the  distant  minute  branches 
of  the  bloodvessels.  Traube2  explains  the  occurrence  of  simple 
cardiac  hypertrophy  in  chronic  Bright's  disease  somewhat  dif- 
ferently. In  his  experience  the  kidneys  in  these  cases  are 
markedly  atrophied.3     The  contraction  of  the  renal  tissue  in- 

1  Guy's  Hospital  Reports,  vol.  i,  p.  396. 

2  Ueber  den  Zusammenhang  von  Herz-und  Nieren-Krankheiten,  p.  58. 

3  In  a  later  communication  Traube  brings  forward  evidence  to  show  that 
hypertrophy  of  the  left  ventricle  is  an  almost  constant  concomitant  of  granular 
and  contracted  kidne}r.  In  77  cases  collected  by  him  from  various  sources,  the 
left  ventricle  was  found  hypertrophied  in  93  per  cent.  (Deutsche  Klinik,  1859, 
p.  315  )  Forster,  in  a  short  paper  on  this  subject  in  the  Wurzburger  Med. 
Zeiisehr.  for  1864,  publishes  some  facts  (inconclusive,  as  it  appears  to  me)  which 
are  adverse  to  Traube 's  views. 
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volves  destruction  of  a  certain  amount  of  secreting  structure 
and  a  diminution  of  the  now  of  blood  through  the  organs.  Two 
consequences  follow,  namely,  that  a  diminished  amount  of  blood 
passes  from  the  arterial  into  the  venous  system,  and  that  a  less 
quantity  of  fluid  is  withdrawn  from  the  arterial  system  for  the 
formation  of  urine.  Both  circumstances,  but  especially  the 
second,  operate  to  increase  the  tension  in  the  arterial  system, 
and  consequently  to  increase  the  resistance  which  the  left  ven- 
tricle has  to  overcome  in  discharging  its  contents.  The  hyper- 
trophy which  follows  is,  therefore,  according  to  Traube,  a  con- 
servative or  compensating  change,  similar,  in  the  mechanism  of 
its  production,  to  that  induced  by  valvular  incompetency  or  aor- 
tic constriction.  If  the  compensation  be  complete,  the  height- 
ened tension  in  the  arterial  system  occasions  a  larger  transuda- 
tion of  water  and  even  of  urea  and  other  urinary  solids,  through 
the  kidneys,  and  in  that  manner  materially  helps  to  stave  off 
dropsical  effusion  and  ursemic  symptoms.  But  should  some 
additional  obstruction  to  the  circulation  arise,  through  inter- 
current inflammation  of  the  bronchial  tubes,  or  of  the  lungs, 
pleura,  or  pericardium,  the  heart — enlarged  and  strengthened 
though  it  be — no  longer  suffices  to  overcome  the  increased  re- 
sistance, and  dropsical  effusions  or  uraemia  speedily  make  their 
appearance.  Traube  adduces  some  apposite  examples  in  which 
individuals  with  contracted  kidneys  enjoyed  fair  health,  with 
capability  of  exertion,  and  continued  free  from  anasarca  and 
uraemic  disturbance,  until  the  advent  of  some  complication  dis- 
ordered the  balance  of  the  circulation,  and  then  the  urine  be- 
came scanty,  and  the  familiar  symptoms  of  renal  disease,  pre- 
viously latent,  broke  forth  into  prominence. 

In  the  second  class  of  cases,  valvular  defects  and  their  con- 
sequences coexist  with  Bright's  disease.  Most  of  these  are  ex- 
amples of  endocarditis,  secondary  to  the  renal  disease.  But  in 
other  cases  the  cardiac  and  renal  affections  arise  independently 
of  each  other,  and  depend  on  some  cause  common  to  both — as 
in  the  following  example  : 

J.  H.,  set.  48,  was  admitted  into  the  Manch.  Roy.  Infirmary,  Nov. 
22,  1862.  He  had  right  hemiplegia :  the  mental  faculties  were 
wholly  disordered;  there  was  gay  incoherence  and  insanity;  no 
fever.  The  heart's  apex  beat  in  the  fifth  interspace,  half  an  inch 
outside  the  nipple  line ;  a  loud  systolic  bruit  was  audible  at  the  apex 
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and  the  mid-sternal  base,  and  extended  up  the  aorta;  a  faint  diasto- 
lic bruit  was  audible  over  the  second  right  cartilage.  The  urine  was 
albuminous  to  about  one-fifth:  there  was  no  dropsy. 

The  patient  remained  in  the  Infirmary  a  month.  The  mental  de- 
rangement subsided  in  ten  days  and  perfect  coherence  returned. 
The  other  symptoms  remained  unchanged.  He  returned  home; 
and  in  a  few  days  was  seized  with  coma,  which  proved  rapidly  fatal. 
The  autopsy  revealed — granular  red  kidneys  with  abundant  pre- 
sence of  fat;  cardiac  hypertrophy  with  fatty  degeneration  of  the 
muscular  fibres ;  extensive  disease  of  the  mitral  and  aortic  valves 
with  atheromatous  patches  on  the  aorta:  two  old  apoplectic  clots 
were  found  in  the  left  hemisphere,  and  wide-spread  fatty  degenera- 
tion of  the  arteries  existed  at  the  base  of  the  brain. 

In  this  instance  fatty  degeneration  had  simultaneously  invaded 
the  heart,  the  brain,  and  the  kidneys,  and  produced  a  triple  series  of 
symptoms — all  essentially  independent  of  each  other. 

The  third  class  of  cases  are  those  in  which  the  renal  disorder 
(congestion,  &c.)  is  secondary  and  subordinate  to  cardiac  disease. 
These  cases  have  already  been  fully  described  in  Chap.  I,  in 
connection  with  Congestion  of  the  Kidneys,  which  see. 
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Certain  phenomena,  chiefly  affecting  the  nervo-muscular  sys- 
tem, arising  in  the  course  of  Bright's  disease,  have  been  attri- 
buted to  a  poisoned  state  of  the  blood,  from  the  retention  in  it 
of  excrementitious  matters  which  the  disabled  kidneys  are  un- 
able properly  to  eliminate.  To  these  phenomena  the  term  urcemic 
has  been  applied ;  they  consist  of  twitchings  and  convulsions  of 
the  voluntary  muscles,  headache,  drowsiness,  coma,  defects  of 
sight  and  hearing,  vomiting  and  diarrhoea. 

It  is  a  marked  feature  of  ursemic  phenomena  that  those  which 
are  of  a  paralytic  nature  affect  the  sensorium  and  the  special 
senses,  but  not  the  voluntary  muscles;  while  those  of  an  opposite 
kind  (exalted  irritability)  affect  the  voluntary  muscles,  but  not 
the  sensorium.  Delirium  is  rare,  while  coma  is  frequent; 
paralysis  of  the  limbs  is  scarcely  known  (unless  there  be  some 
anatomical  lesion  of  the  brain  superadded),  while  convulsions 
are  frequent. 

The  mode  in  which  ursemic  symptoms  enter  on  the  scene,  and 
the  forms  they  assume,  present  great  diversity. 

Generally  they  begin  insidiously  with  headache  or  vomiting, 
followed   by  heaviness,  indifference,  and  somnolence.     These 
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premonitories  may  either  pass  away  in  a  few  days  without 
further  consequences,  or  they  may  be  succeeded  by  general 
convulsions  and  coma.  In  other  instances  the  patient  is  at  once 
struck  down  with  convulsions  or  insensibility  without  any  pre- 
vious warning,  or  he  becomes  suddenly  blind,  or  is  seized  with 
uncontrollable  vomiting. 

The  most  common  of  these  symptoms  is  headache;  few  indi- 
viduals with  degenerated  kidneys  altogether  escape  it.  A  sense 
of  heavy  weight  or  compression  is  complained  of  over  the  fore- 
head or  vertex.  Sometimes  the  pain  is  obstinately  fixed  at  the 
back  of  the  neck,  or  behind  the  orbits. 

The  defects  of  sight  consist  either  in  a  dimness  of  vision  (am- 
blyopia), which  comes  and  goes — objects  appearing  as  if  veiled 
in  mist ;  or  in  rapid  and  complete,  though  usually  temporary, 
blindness.  The  convulsive  seizures  are  often  accompanied  with 
temporary  loss  of  sight,  which  generally  persists  in  greater  or 
less  degree  for  a  certain  time  after  the  spasms  have  passed 
away. 

The  ophthalmoscope  reveals  no  organic  change  in  the  eye  in 
genuinely  ursemic  amblyopia ;  it  is  a  purely  cerebral  phenome- 
non, and  not  to  be  confounded  with  the  hemorrhagic  blindness 
(Retinitis  apoplectica),  which  is  also  not  uncommon  in  B right's 
disease,  and  which  is  due,  as  V.  Graefe  has  shown,  to  rupture  of 
the  retinal  vessels.  In  this  latter  affection  (which  is  in  no  sense 
ursemic)  the  loss  of  sight  is  seldom  complete,  but  is  of  a  more 
permanent  character.  The  production  of  it  is  probably  due  to 
the  hypertrophy  of  the  left  ventricle  which  so  commonly  accom- 
panies a  contracting  kidney,  and  the  increased  tension  in  the 
arterial  system  consequent  thereupon  ;  it  is  an  occurrence  of  the 
same  order  as  the  sanguineous  apoplexy  to  which  the  same  in- 
dividuals are  liable. 

Ursemic  deafness  is  much  less  common  than  amblyopia,  and 
its  occurrence  is  highly  exceptional. 

Ursemic  convulsions  are  of  the  epileptic  type,  and,  as  a  rule, 
they  conform  strictly  to  that  type — being  accompanied  with 
complete  insensibility,  rolling  of  the  eyes,  biting  of  the  tongue, 
and  foaming  at  the  mouth.  The  paroxysm  commonly  leaves 
the  patient  deeply  comatose. 

In  exceptional  instances  consciousness  is  not  wholly  lost.  In 
a  lady  under  my  care  the  paroxysms  coincided  with  the  cata- 
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menial  periods;  during  the  convulsions  the  patient  knew  the 
persons  about  her,  and  called  loudly  to  be  held  fast.  A  case  is 
related  by  Bright  in  which  the  spasms  at  first  resembled  cramps; 
these  were  followed  by  twitchings  of  the  hands,  arms,  shoulders, 
chest,  and  legs.  The  spasms  were  almost  constant,  and  caused 
a  somewhat  hurried  mode  of  expression  when  the  patient  spoke, 
but  the  intelligence  was  perfect.  As  the  case  proceeded  the 
spasms  became  more  and  more  severe,  with  forcible  drawing 
up  of  the  legs,  and  distortion  of  the  muscles  of  the  face ;  the 
faculties  were  retained  to  the  last.1 

An  attack  of  uramiic  convulsions  may  consist  of  only  a  single 
paroxysm ;  more  frequently  there  occur  a  succession  of  parox- 
ysms or  fits,  following  each  other  at  uncertain  intervals  of  a 
few  minutes  or  several  hours — the  patient  lying  during  the  re- 
missions in  a  state  of  profound  insensibility,  with  stertorous 
breathing,  pale  face,  and  dilated  pupils ;  or  in  deep  drowsiness, 
but  capable  of  being  partially  roused,  when  spoken  to  or  shaken. 

If  a  first  attack  does  not  prove  fatal,  it  may  recur  at  irregular 
intervals  of  weeks  or  months,  or  be  replaced  by  uraemic  symp- 
toms of  some  other  order. 

Uraemic  coma  either  creeps  on  very  gradually,  passing  on,  in 
the  course  of  two  or  three  days,  into  complete  stupor ;  or  it  cul- 
minates quickly — the  patient  falling  down,  as  if  in  apoplexy, 
perhaps  while  walking  in  the  streets,  or  occupied  with  his  usual 
avocations.  Cases  of  this  class,  when  there  is  no  anasarca,  and 
the  previous  state  of  the  urine  is  unknown,  are  very  liable  to  be 
confounded  with  apoplexy  or  with  narcotic  poisoning.  The  fol- 
lowing instructive  illustrations  of  such  an  occurrence  are  related 
by  Mr.  Moore  and  Dr.  Richardson  : 

Case  I. — An  old  soldier,  named  Price,  was  received  into  Queen's 
Hospital,  Birmingham,  with  the  following  symptoms:  breathing  la- 
borious and  sometimes  stertorous  ;  when  left  alone  the  patient  passes 
into  a  state  of  stupor,  answers  questions  sensibly  when  roused;  pupils 
moderately  dilated,  indolently  sensitive  to  light. 

It  appeared  that  Price,  having  suffered  some  days  from  diarrhoea, 
went  into  a  druggist's  shop  and  asked  for  a  pennyworth  of  tincture 
of  l-hubarb.  The  shopman  added  to  this  dose  a  few  drops  from 
another  bottle,  and  Price  swallowed  the  whole  before  leaving  the 
shop. 

Immediately  after  taking  the  above  dose  he  became  drowsy  and 

1  Guy's  Hospital  Reports,  1840,  p.  139. 
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vomited;  at  the  suggestion  of  a  neighbor  he  returned  to  the  shop, 
and  asked  the  shopman  whether  he  had  given  him  laudanum.  The 
latter  told  him  that  he  had  put  in  a  few  drops  on  account  of  the 
severity  of  his  symptoms.  Upon  again  reaching  home  he  fell  asleep, 
and  continued  sleeping  unless  temporarily  roused.  In  this  state  he 
was  taken  into  hospital,  and  was  treated  as  a  case  of  opium  poison- 
ing. A  mustard  emetic  was  ordered  immediately;  the  patient  was 
kept  in  constant  motion,  and  plied  with. strong  coffee.  He  improved 
considerably  under  the  treatment,  and  talked  over  his  old  campaigns 
with  the  porter  who  had  charge  of  him.  Next  day  he  relapsed  into 
a  lethargic  state  ;  galvanism  was  employed  without  benefit;  he  was 
now  walked  round  the  hospital  garden  between  two  men,  and  strong* 
infusion  of  green  tea  was  administered.  A  little  improvement  fol- 
lowed, but  at  2£  p.m.  he  relapsed  once  more,  and  the  breathing 
became  more  oppressed.  As  long  as  he  was  kept  moving  he  could 
be  made  to  answer  questions;  but  in  the  course  of  the  afternoon  the 
somnolence  deepened  in  spite  of  the  treatment.  Ether  and  ammonia 
were  applied  to  the  nostrils;  cold  water  was  dashed  o^er  the  face 
and  neck;  but  at  8  p.  m.  the  drowsiness  had  become  insuperable;  the 
stertor  augmented.  Mustard  poultices  were  put  to  the  legs.  Vene- 
section was  tried,  but  when  four  ounces  of  blood  had  flowed  the 
pulse  became  thread-like,  and  it  was  thought  prudent  to  desist.  The 
coma  increased  in  intensity;  and  he  died  at  2.30  a.  m.,  44  hours  after 
admission,  and  102  hours  from  the  time  of  taking  the  dose. 

A  coroner's  inquest  was  held  on  the  case,  on  account  of  the  sus- 
picion of  poisoning ;  but  the  results  of  the  post-mortem  went  to  ex- 
onerate the  druggist,  for  the  kidneys  were  found  granular  and 
greatly  atrophied,  and  the  urine  left  in  the  bladder  was  found  albu- 
minous.    (J.  Moore,  London  Med.  Gaz.,  1845,  p.  826.) 

Case  II. — A  woman,  aged  34  years,  who  was  given  to  drinking, 
and  had  recently  been  treated  for  primary  syphilis,  was  seized  on 
Nov.  18th,  1859,  with  rigors.  She  was  attended  by  a  neighboring 
chemist,  who,  on  Nov.  22d,  gave  her  a  mixture  which,  he  said,  con- 
tained dilute  nitric  acid,  nitrate  of  potassa,  syrup  of  buckthorn, 
sulphate  of  magnesia  and  water.  It  was  afterwards  proved  by 
analysis  that  these  were  the  constituent  parts  of  the  remaining  por- 
tion of  the  mixture.  The  medicine  was  sent  in  to  the  woman  on 
the  evening  of  the  22d;  and  after  taking  a  large  quantity  of  beef- 
tea,  she  swallowed  one  dose  of  the  mixture.  Five  minutes  after- 
wards she  became  hysterical  and  convulsed,  and  the  friends  believ- 
ing the  woman  to  have  been  poisoned,  summoned  the  druggist,  who 
in  alarm  tried  to  get  her  to  take  some  ipecacuanha,  but  without 
avail.  In  the  course  of  the  night  a  medical  man  was  called  in ;  he 
found  the  woman  in  a  state  of  typhoid  coma,  with  pupils  slightly 
dilated  and  immovable,  and  the  body  at  times  convulsed — the  con- 
vulsions assuming  an  epileptiform  type.  Every  available  means  of 
treatment  was  carried  out,  but  the  coma  became  more  profound, 
and  seventy  hours  after  the  administration  of  the  mixture  above 
mentioned,  death  closed  the  scene.  By  the  coroner's  warrant  the 
body  was  examined,  and  a  chemical  inquiry  instituted.  The  brain 
was  quite  healthy ;  the  kidneys  were  greatly  diseased — large,  flabby. 
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pale,  speckled,  soft,  and  greasy.     The  analysis  disclosed  no  poison 
of  any  sort.     (.Richardson,  Clinical  Essays,  p.  135.) 

Case  III. — A  gentleman,  set.  63,  was  driving  in  an  open  chaise 
through  the  village  of  Mortlake,  in  1853 ;  he  was  observed  by  his 
servant,  who  was  by  his  side,  to  be  constantly  drowsy;  at  last  he 
suddenly  seemed  to  fall  into  a  helpless  state  and  dropped  from  the 
chaise.  He  was  conveyed  into  a  house,  and  Dr.  Richardson  was 
summoned.  Dr.  R.  found  him  suffering  from  all  the  signs  of  nar- 
cotic poisoning;  the  pupils  were  fixed  and  slightly  dilated.  Some 
urine  was  withdrawn  from  the  bladder  and  found  to  be  largely 
charged  with  albumen.  He  recovered  from  the  attack;  but  three 
weeks  later  he  suffered  again  in  the  same  way  and  died  with  typhoid 
coma — the  urine  being  altogether  suppressed  for  many  hours  before 
death,  and  having  been  albuminous  throughout  the  illness.  (Rich- 
ardson, Clinical  Essays,  p.  141.) 

The  diagnosis  of  uraemic  coma  from  apoplexy  rests  on  the 
absence  (in  the  former)  of  paralysis,  and  the  partial  recovery 
of  consciousness  between  the  convulsive  attacks — if  there  be 
any.  From  poisoning  by  opium,  renal  coma  is  distinguished 
by  the  dilated  or  semi-dilated  state  of  the  pupils,  and  by  the 
occurrence  of  remissions  in  the  insensibility.  From  ordinary 
epilepsy  the  diagnosis — apart  from  the  antecedent  history,  which, 
if  known,  suffices  to  indicate  the  nature  of  the  case — is  some- 
times difficult.  The  incidents  of  the  seizures  are  often  identi- 
cal, even  to  the  existence  of  an  aura.  As  a  rule  uraemic  fits 
want  the  turgid  purplish  countenance  and  asphyxial  character 
of  true  epilepsy — the  face  in  uraemia  being  nearly  always  deadly 
pale  and  the  breathing  easy. 

Dr.  Richardson  relates  the  cases  of  two  children  poisoned  by 
belladonna  berries,  in  which  the  symptoms  closely  resembled 
uraemic  coma  sequential  to  scarlatina.  The  insensibility  was 
complete,  and  the  pupils  strongly  dilated.  The  examination  of 
the  vomited  matters  and  of  the  urine  furnishes,  in  such  cases, 
the  best  means  of  diagnosis. 

In  all  cases  of  convulsions  or  insensibility  from  doubtful 
causes,  the  urine  should  be  forthwith  examined,  and,  if  ne- 
cessary, withdrawn  by  catheter  for  that  purpose.  It  must  not, 
of  course,  be  forgotten,  that  sanguineous  apoplexy  is  a  not  very 
unfrequent  occurrence  in  chronic  Bright's  disease,  as  in  the  case 
of  J.  H.  before  related  (p.  347). 

Uraemic  coma  and  convulsions  may  prevail  separately:  but 
much  more  commonly  the  attacks  are  of  a  mixed  character, 
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and  combine  several  or  all  the  phenomena  just  enumerated. 
The  varied  character  and  fitful  course  of  uraemia  are  graphically 
illustrated  in  the  following  accurately-observed  example,  by  Dr. 
Liebermeister  (Prag.  Vierteljahrschr.,  Jahrg.  xviii,  Bd.  iv) : 

Wilhelmina  Karsten,  a  servant-maid  from  the  country,  sot.  29,  was 
admitted  into  the  Greifswald  Hospital  on  June  8th,  1859. 

Previous  History. — The  patient,  according  to  her  own  statement, 
was  perfectly  healthy  in  her  youth.  In  her  eighteenth  year  she 
suffered  for  six  weeks  from  tertian  ague.  Three  years  ago  she 
became  pregnant:  toward  the  end  of  her  time,  oedema  of  the  lower 
limbs  set  in,  which,  however,  soon  after  the  birth  of  a  healthy  child, 
disappeared.  During  the  two  following  years  she  continued  in  good 
health,  and  capable  of  pursuing  her  employment.  In  the  first  week 
of  November,  1858,  the  patient  noticed,  without  previous  signs  of 
disease,  slight  oedema  of  the  ankles,  which  gradually  increased,  and 
extended  to  the  hands,  face,  and  abdomen.  These  swellings,  some- 
times increased,  sometimes  diminished,  but  never  entirely  subsided, 
and  latterly  they  steadily  progressed.  At  first  the  patient  was  able 
to  continue  her  work;  but  she  remarked  that  any  unusual  exertion 
produced  considerable  shortness  of  breath,  severe  palpitation,  and  a 
feeling  of  increased  heat.  Headaches,  which  had  troubled  her  occa- 
sionally at  the  beginning  of  her  illness,  became  more  frequent  and 
more  severe  during  the  winter,  and  were  conjoined  with  fugitive  dis- 
order of  vision,  great  weariness,  and  sleepiness.  These  attacks  were 
never  accompanied  with  vomiting.  The  appetite  was  constantly 
poor.  During  the  winter,  diarrhoea  often  occurred  without  assigna- 
ble cause,  but  was  not  of  long  continuance,  nor  did  it  recur  in  the 
last  few  months.  Occasionally  there  was  cough,  with  scanty  ex- 
pectoration. The  urine  does  not  seem  to  have  been  at  any  time 
markedly  deficient;  at  times  it  was  even  more  abundant  than  natu- 
ral. Menstruation,  at  first  regular,  had  not  occurred  for  three 
months. 

Present  State. — The  patient  was  of  middle  height,  moderately 
strongly  made:  the  countenance,  the  cutaneous  surface,  and  the 
visible  mucous  membranes,  were  markedly  pale.  The  face  was 
slightly  oedematous;  the  upper  limbs  and  the  integuments  of  the 
chest  and  back  strongly  so.  The  legs  were  highly  anasarcous,  the 
labia  majora  and  abdominal  parietes  greatly  swelled,  and  there  was 
considerable  ascites.  Hepatic  dulness  reached  from  the  nipjDle  al- 
most to  the  borders  of  the  ribs.  The  cardiac  dulness  was  not  in- 
creased in  breadth,  and  the  sounds  were  pure  and  loud.  The  second 
sound  was  especially  loud  over  the  pulmonary  artery.  The  pulse 
was  of  normal  frequency,  full,  hard,  and  incompressible.  There 
were  signs  of  hydrothorax  and  bronchial  catarrh.  The  urine  was 
of  natural  quantity,  pale,  albuminous,  somewhat  turbid,  with  an 
abundant  sediment.  The  sediment  consisted  of  vaginal  epithelium, 
pus,  and  casts  of  tubes  of  various  thickness,  partly  hyaline,  struc- 
tureless, or  somewhat  twisted  and  folded,  partly  beset  with  numer- 
ous dark,  sharply-defined,  very  minute  granules.  The  appetite 
somewhat  bad;  bowels  opened  daily. 
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The  patient  was  put  on  a  nutritious  diet,  and  tinct.  ferri  acetatis. 
As  the  dropsy  did  not  diminish,  acetum  scillse  in  saturation  was 
substituted  on  June  16th;  and  as  this  again  proved  inefficient  to 
produce  diuresis,  iron  preparations  were  resumed. 

On  the  night  of  the  22d  of  June,  the  patient  suffered  from  severe 
headache;  on  the  23d,  this  passed  away,  but  returned  again  at  mid- 
day on  the  24th.  On  the  same  day  the  sight  of  the  right  eye  be- 
came somewhat  affected,  and  there  was  great  apathy  and  drowsi- 
ness. No  nausea  or  vomiting.  On  the  evening  of  the  25th,  the 
headache  vanished ;  but  the  patient  continued  to  see  worse  with  the 
right  than  with  the  left  eye  for  several  days. 

These  slight  ursemic  phenomena  thus  passed  away,  and  a  general 
improvement  set  in ;  the  dropsical  effusions  also  underwent  a  slow 
diminution. 

On  the  15th  of  June,  moderate  diarrhoea  set  in,  without  exercising 
much  influence  on  the  anasarca,  which  rather  increased.  An  effort 
was  therefore  made  to  reduce  the  dropsy  by  diaphoretic  measures. 
A  hot  bath  was  administered  on  July  5th,  and  afterwards  the  patient 
was  wrapped  in  blankets.  Copious  sweating  followed.  The  patient 
slept  well  until  three  in  the  morning,  when  a  violent  headache  arose 
and  continued  for  three  hours.  In  the  morning  the  face  was  found 
more  cedematous,  hot,  and  red;  and  the  patient  complained  of  a  se- 
vere sense  of  heat  in  the  head.  Pulse  72.  After  a  slight  interrup- 
tion, the  use  of  the  baths  was  continued,  and  with  favorable  effects. 
The  anasarca  steadily  diminished :  by  the  30th  of  July  it  was  con- 
fined to  the  more  dependent  parts  of  the  body.  The  oppression  of 
the  breathing  was  quite  gone,  and  the  appetite  considerably  im- 
proved. On  the  night  of  August  10th,  there  occurred  severe  head- 
ache, vomiting  twice,  and  watery  stools  thrice.  The  headache  con- 
tinued next  day  without  fever,  and  the  patient  was  sunk  in  deep 
apathy ;  when  spoken  to  she  only  opened  her  eyes.  On  the  day  fol- 
lowing these  symptoms  passed  away,  but  the  headache  returned 
from  time  to  time.  On  the  night  of  the  21st  of  August,  severe  head- 
ache recurred,  and  persisted  through  the  ensuing  day;  in  the  even- 
ing the  patient  complained  of  buzzing  in  the  ears  and  sparks  before 
the  eyes.  Pulse  was  frequent.  On  the  following  night,  about  two 
in  the  morning,  a  violent  paroxysm  of  general  convulsions  occurred, 
of  an  exactly  epileptic  character.  Consciousness  was  completely 
abolished;  clonic  cramps  of  the  extremities,  face,  and  trunk  fol- 
lowed, which  were  of  such  severity  that  the  bed  shook.  In  about  ten 
minutes  the  paroxysm  ceased,  and  the  patient  lay  quiet,  foaming  at 
the  mouth,  with  frequent  pulse  and  stertorous  breathing.  When 
called,  she  opened  her  eyes,  stared  at  the  person  addressing  her,  or 
rolled  her  eyes  hither  and  thither.  When  questioned,  she  gave  no 
answer,  did  not  protrude  the  tongue  when  asked  to  do  so,  nor  made 
any  other  movement.  The  paroxysms,  with  intervening  pauses,  in 
which  consciousness  did  not  return,  were  repeated  during  the  night. 
By  the  morning,  about  twelve  fits  had  thus  followed  each  other.  At 
eight  o'clock  in  the  morning  consciousness  had  returned,  but  the  pa- 
tient was  in  a  highly  apathetic  state.  She  complained,  when  ques- 
tioned, of  headache;  vision  was  greatly  weakened.  At  nine  another 
fit  occurred,  and  by  midday  three  more  had  taken  place.     The  pa- 
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tient  passed  urine  and  faeces  under  her;  and  lay,  in  the  pauses,  with 
open  mouth,  half-shut  eyes,  and  stertorous  breathing,  fully  coma- 
tose. Pulse  114-120.  In  the  afternoon  no  fit  occurred;  in  the  even- 
ing the  patient  was  still  somnolent,  but  completely  conscious :  pulse 
96.  The  face  was  intensely  cedematous;  in  other  parts  the  oedema 
had  undergone  no  change.  Next  morning  she  complained  of  great 
weakness  and  prostration,  so  that  movements  were  only  accom- 
plished with  much  effort  and  pain.  The  organs  of  sense  were  no 
longer  disturbed,  and  the  pains  in  the  head  less  intense.  On  the 
following  day  there  was  amendment,  but  still  the  sense  of  fatigue, 
prostration,  and  apathy  continued.  The  condition  then  became 
changeable;  the  headache  sometimes  vanished  altogether.  Never- 
theless, and  in  spite  of  abundant  secretion  of  urine,  the  dropsy  in- 
creased considerably. 

On  the  4th  of  October  there  occurred  a  slight  rigor  and  severe 
headache;  during  the  afternoon,  great  dj^spncea  set  in,  with  a  high 
degree  of  somnolence.  At  3  P.  M.  six  ounces  of  blood  were  with- 
drawn by  venesection.  At  6  P.  M.  there  was  vomiting,  which  recur- 
red several  times ;  and  about  nine,  a  violent  eclamptic  attack  oc- 
curred, which  resembled  the  previous  ones,  and  was  followed  by 
coma.  The  fits  returned  during  the  night  and  the  following  day 
about  twelve  times.  The  pupil,  during  the  paroxysms,  was  neither 
dilated  nor  contracted ;  it  was  only  feebly  sensitive  to  light.  The 
administration  of  calomel  and  jalap  occasioned  copious  stools;  and 
on  the  morning  of  the  6th  the  patient  was  conscious,  the  face  very 
cedematous;  she  complained  of  headache,  and  was  highly  apathetic. 
On  the  7th  and  8th  the  facial  oedema  still  increased,  and  the  arms 
were  intensely  anasarcous.  The  ascites  and  oedema  of  the  feet  ap- 
peared slightly  diminished.  Slow  improvement  then  took  place. 
On  the  22d  threatening  S}-mptoms  again  appeared,  the  pains  in  the 
head  became  intense,  somnolence  ensued,  and  from  time  to  time, 
twitchings  of  the  upper  extremities.  Again  all  these  passed  over; 
but  on  the  afternoon  of  the  31st  there  was  a  slight  fit  of  convulsions, 
followed  by  vomiting  twice ;  at  5  p.  m.  an  eclamptic  paroxysm  of 
great  severity  occurred,  and  two  more  during  the  night.  In  the  in- 
tervals between  the  convulsive  paroxysms  the  patient  lay  completely 
insensible,  with  open  mouth,  stertorous  breathing,  and  cyanotic 
countenance.  The  teeth  were  covered  with  sordes.  Both  pupils 
were  strongly  contracted.  Next  day  the  patient  was  again  con- 
scious, but  dull  and  apathetic.  The  countenance  was  very  cedema- 
tous; pupils  sensitive  to  light.  This  sleepy  indifferent  state  con- 
tinued through  the  ensuing  week. 

From  the  10th  of  November  the  visual  power  showed  great  dis- 
turbance, and  the  condition  changed  about.  Sometimes  the  patient 
could  easily  count  fingers,  sometimes  she  could  do  so  only  imper- 
fectly. Pulse  was  of  natural  quickness,  small,  hard,  incompressible. 
On  the  evening  of  December  3d,  there  commenced  again  a  series  of 
convulsive  fits,  which  continued  until  the  following  evening.  On 
the  morning  of  the  5th  vision  was  very  imperfect ;  a  light  held  be- 
fore the  eyes  could  be  seen  with  the  left  eye,  but  only  a  glimmer  was 
visible  with  the  right.  The  ophthalmoscope  showed  the  existence 
of  retinitis  apoplectica  in  both  eyes.     The  patient  now  continued  in 
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a  state  of  perpetual  somnolence ;  but  on  the  night  of  the  18th  she 
was  seized  with  a  new  series  of  eclamptic  fits,  which  were  preceded 
by  vomiting,  and  succeeded  by  excessive  prostration.  The  disorders 
of  vision  still  varied  in  their  intensity.  On  the  11th  of  January  a 
violent  bronchial  catarrh  with  pneumonia  brought  life  to  a  close. 

The  autopsy  disclosed  the  following : 

Brain  highly  anaemic,  otherwise  natural;  dropsical  effusions  in  the 
serous  cavities.  Heart  greatly  hypertrophied.  Left  lung  airless  in 
its  upper  lobe,  oedematous  in  its  lower.  Right  lung  consolidated  pos- 
teriorly. 

The  kidneys  were  in  a  state  of  fatty  degeneration  with  beginning- 
granular  atrophy. 

The  urine  was  carefully  collected  and  examined  while  the  patient 
was  under  observation.  It  was  throughout  copious  in  quantity,  even 
during  the  severest  ursemic  attacks ;  the  specific  gravity  varied  from 
1010  to  1014;  the  urea,  thougb  always  considerably  below  the  nor- 
mal average,  did  not  sink  any  lower  during  the  paroxysms. 

As  a  rule,  both  the  quantity  of  urine  and  the  excretion  of 
urea  diminished  notably  at  the  period  immediately  preceding  a 
ursemic  attack.  Sometimes,  however,  very  great  scantiness  of 
urine,  or  even  total  suppression  (in  acute  Bright's  disease)  may 
exist  without  evoking  any  ursemic  symptoms.  In  a  case  of 
scarlatinal  dropsy  related  by  Biermer,  complete  suppression  of 
urine  continued  for  5  days  without  uraemia,  then  followed  a 
further  period  of  4|  days  in  which  urine  was  secreted,  but  only 
in  the  scantiest  proportions  (a  few  teaspoonfuls  a  day),  and  yet 
no  uraemia.  At  the  end  of  this  second  period,  the  urine  began 
to  flow  abundantly  for  a  short  time,  and  then  again  became 
scanty.  Three  days  later  ureeniic  coma  set  in,  followed  by  con- 
vulsions, which  proved  fatal. 

Ursemic  vomiting  and  diarrhoea  are  common  phenomena  of 
Bright's  disease.  The  vomiting  which  occurs  in  that  disease 
is  not,  of  course,  always  urgemic.  The  digestive  functions  are 
notably  impaired  throughout  the  complaint,  and  a  heavy  or  in- 
digestible meal  may  at  any  time  be  rejected  as  in  dyspeptic 
states  from  other  causes.  "When  the  vomiting  is  really  urgemic, 
it  takes  place  without  reference  to  the  nature  of  the  contents  of 
the  stomach,  and  is  oft  repeated  or  incontrollable;  the  vomited 
matter  is  a  watery  fluid,  either  distinctly  ammoniacal  to  the 
smell,  or  (if  acid)  evolving  ammonia  freely  when  caustic  potash 
is  added  thereto.  The  alvine  dejections  are  similarly  charac- 
terized when  due  to  the  same  cause. 

Paroxysms  of  dyspnoea  belong  to  the  least  frequent  forms  of 
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ursemic  disturbance — if  indeed  such  attacks  have  at  any  time  a 
genuine  claim  to  the  designation  uraemia  Fournier  cites  some 
cases  of  this  kind.  Only  the  following  somewhat  doubtful 
example  has  fallen  under  my  observation.  The  case  is  further 
remarkable  on  account  of  a  transitorily  ammoniacal  state  of  the 
urine. 

"W.  E.  S.,  a  railway  porter,  set.  58,  was  admitted  into  the  Man- 
chester Infirmary,  Dec.  6th,  1860.  He  was  a  stoutly-made  man, 
who  had  led  an  intemperate  life.  He  had  been  remarkably  healthy, 
and  had  scarcely  ever  lost  a  day's  work.  Two  months  before  ad- 
mission his  legs  began  to  swell  and  then  his  face.  He  continued  to 
follow  his  employment,  though  with  difficulty,  until  two  days  before 
his  admission. 

On  admission,  there  was  general  anasarca  of  moderate  degree ; 
pallid  features;  enlarged  heart;  copious  urine,  scantily  albuminous, 
with  an  abundant  deposit  of  granular  and  transparent  casts,  and 
renal  epithelium.  Neither  casts  nor  epithelium  showed  any  signs 
of  fatty  degeneration.  The  urine  was  sometimes  highly  acid  and 
deposited  urates;  at  other  times  it  was  highly  ammoniacal  when 
voided. 

On  Dec.  27th  there  occurred  a  sudden  and  most  intense  paroxysm, 
of  difficulty  of  breathing,  which  threatened  suffocation.  It  resem- 
bled in  every  respect  a  paroxysm  of  spasmodic  asthma,  and  lasted 
five  hours.  It  then  passed  away,  and  did  not  return  again  with  the 
same  intensity ;  though  slighter  attacks  of  ,a  similar  nature  occurred 
on  two  other  occasions. 

On  Jan.  11,  1861,  repeated  vomiting  took  place;  there  was  also 
a  severe  cough  with  a  watery  expectoration  and  increasing  weak- 
ness. Somnolence  then  set  in,  which  gradually  passed  into  coma 
and  proved  fatal  in  three  days. 

The  autopsy  showed  hypertrophied  left  ventricle;  thickened  mitral 
valve;  abundant  loose  vegetations  on  the  aortic  valves.  The  right 
auricle  and  ventricle  were  filled  with  a  firm  voluminous  yellow  fibri- 
nous clot.  With  the  exception  of  dense  oedema  of  the  inferior  lobe 
of  the  left  lung  the  respiratory  organs  presented  nothing  abnormal. 
The  kidneys  were  found  granular  with  commencing  atrophy.  The 
lower  urinary  passages  were  quite  free  from  disease. 

The  ammoniacal  state  of  the  urine  persisted  in  this  patient  for 
several  successive  days;  and  although  the  secretion  was  so  charged 
with  carbonate  of  ammonia  that  it  had  a  pungent  smell,  and  effer- 
vesced freely  with  acids,  when  quite  fresh,  the  patient  experienced 
no  pain  or  uneasiness  about  the  bladder,  nor  during  the  act  of  mic- 
turition, which  was  not  unduly  frequent.  The  urine  contained  no 
pus.  The  ammonia  in  this  case  must  have  been  derived  directly 
from  the  blood,  and  not  produced,  as  is  usual  in  ammoniacal  urines, 
by  transformation  of  urea  in  the  lower  urinary  passages.  Such  an 
occurrence  betokened  a  free  generation  of  ammonia  in  the  blood ; 
there  were  no  ursemic  symptoms  on  the  days  when  the  urine  was 
ammoniacal.  Did  the  elimination  of  ammonia  by  the  kidneys  stave 
off  ursemic  accidents  ? 
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Theories  of  urcemia. — The  absence  of  anatomical  lesions  in  the 
brains  of  persons  who  die  of  uraemic  coma  and  convulsions, 
has  constrained  pathologists  to  look  elsewhere  for  their  deter- 
mining cause;  and  by  general  agreement  it  has  been  assumed 
that  that  cause  consists  in  certain  alterations  in  the  composition 
of  the  blood,  from  the  accumulation  in  it  of  the  excrementitious 
matters  which,  in  the  healthy  state,  are  removed  out  of  the  body 
by  the  kidneys.  The  blood  thus  poisoned  is  no  longer  capable 
of  ministering  to  the  tranquil  and  healthy  operations  of  the 
nervo-muscular  system,  and  engenders  the  various  abnormities 
of  motion  and  sense  which  have  been  just  described.  The  doc- 
trine of  uraemia  or  urinaemia,  thus  broadly  stated,  rests  on  the 
following  authenticated  facts:  (1.)  Suppression  of  urine  from 
any  cause  is  followed,  sooner  or  later,  by  insensibility  and  con- 
vulsions; animals  whose  renal  arteries  or  ureters  are  tied,  or 
whose  kidneys  are  removed,  perish  with  similar  symptoms. 
(2.)  Certain  excrementitious  substances  have  been  found  in 
great  excess  in  the  blood  of  persons  suffering  from  ursemic 
symptoms,  namely,  water,  urea,  creatine,  creatinine,  and  the 
extractives. 

But  pathologists  have  not  been  content  with  this  general  ap- 
preciation of  the  matter,  and  have  striven  to  trace  the  pheno- 
mena to  the  presence  of  some  one,  or  the  derivatives  of  some 
one,  of  these  excrementitious  substances  in  the  blood.  It  will 
not  be  necessary  in  a  practical  work  like  the  present  to  enter 
fully  into  the  controversies — still  undecided — which  have  arisen 
on  this  subject.  It  will  suffice  to  indicate  the  different  views 
which  have  been  enunciated;  and  to  express  my  own  con- 
viction, after  a  careful  review  of  the  observations  and  experi- 
ments adduced  on  all  hands,  that  none  of  the  exclusive  theories 
of  uraemia  have  made  good  their  claim  to  acceptance. 

Hammond  and  Richardson,  following  the  original  notion  of 
Willis,  contend  that  the  special  poison  in  these  cases  is  urea.1 

Frerichs  maintains,  on  the  other  hand,  that  urea  is  itself 
innocuous;  that  it  may  be  injected  into  the  veins  of  animals 
without  detriment;  that  the  mischief  in  uraemia  arises  from  the 

1  Richter  found  that  solutions  of  urea  (30  per  cent.)  applied  directly  to  the 
sciatic  nerves  of  frogs,  produced  only  slight  and  uncertain  convulsions  of  the 
muscles,  far  inferior  to  those  produced  hy  a  solution  of  common  salt.  A  satu- 
rated solution  of  urea  produced  no  convulsions  at  all. — (F.  Richter — Inang. 
Diss.:  Erlangen,  1860.) 
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transformation  of  the  urea  accumulated  in  the  blood  into  car- 
bonate of  ammonia,  and  that  the  carbonate  of  ammonia  so 
generated  is  the  immediate  excitant  of  the  nervous  symptoms. 
Frerichs  upholds  this  doctrine  by  two  propositions  which  he 
claims  to  have  proved :  namely,  (1),  that  carbonate  of  ammonia 
invariably  exists  in  the  blood  of  uraemic  patients,  and  in  that  of 
animals  rendered  urpemic  by  removing  their  kidneys,  and  can 
even  be  discovered  in  their  expired  air;  (2),  that  carbonate  of 
ammonia  injected  into  the  veins  of  bealthy  animals  produces 
fits  of  convulsions  with  intervening  pauses  of  coma,  exactly 
resembling  genuine  uraemic  attacks. 

Treitz  suggested  a  modification  of  this  view.  According  to 
him  urea  is  not  transformed  in  the  bloodvessels,  but  is  first  vica- 
riously excreted  into  the  alimentary  canal;  here  it  is  speedily 
converted  by  the  gastro-intestinal  mucus  into  carbonate  of  am- 
monia ;  the  carbonate  of  ammonia  so  formed  is  then  absorbed 
into  the  blood,  and  produces  its  poisonous  effects.  That  urea 
is  excreted  by  the  intestines  in  Bright's  disease  is  undoubted, 
and  its  swift  conversion  into  carbonate  of  ammonia  has  been 
proved  experimentally  by  Bernard.  This  theory  of  Treitz  fur- 
nishes at  least  a  rational  explanation  of  uraemic  vomiting  and 
diarrhoea,  and  of  the  presence  of  the  volatile  alkali  in  the  mat- 
ters so  discharged. 

Since  the  theory  of  Frerichs  was  first  promulgated,  however, 
it  has  been  ascertained  by  Richardson  and  Hammond  that  am- 
monia naturally  exists  in  the  blood  of  healthy  animals :  and  all 
subsequent  observers  (with  the  sole  exception  of  Petroff )  have 
failed  to  discover  in  the  blood  of  animals  rendered  uraemic  by 
the  removal  of  their  kidneys  any  larger  amount  of  ammonia 
than  exists  in  the  healthy  state.  It  has  been  likewise  shown 
that  other  substances  than  carbonate  of  ammonia  (chloride  of 
sodium,  urine,  and  urea)  are  capable,  when  injected  into  the 
blood,  of  evoking  comatose  and  convulsive  phenomena. 

The  recent  experiments  of  Oppler,  Schottin,  Perls,  and 
Zalesky,  seem  to  have  given  the  coup  de  grace  both  to  the  am- 
monia and  to  the  urea  theories  of  uraemia ;  and  they  indicate,  in 
a  very  clear  manner,  that  uraemic  manifestations  depend  mainly 
and  essentially  on  the  accumulation  in  the  blood  and  tissues  of 
those  primary  products  of  tissue-metamorphosis  (creatine,  crea- 
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tinine,  and  other  extractives),  which,  in  a  later  stage  of  histolysis, 
are  converted  into  urea  and  uric  acid. 

But  these  experiments  are  still  more  remarkable  for  their 
general  bearing  on  the  current  views  of  the  functions  of  the 
kidneys.  It  has  been  hitherto  supposed  that  the  office  of  the 
kidneys  was  merely  to  separate  from  the  channels  of  the  circu- 
lation and  transmit  to  the  urine,  the  urea  and  uric  acid  which 
already  existed  preformed  in  the  blood :  but  it  now  appears  that 
urea  and  uric  acid  are  actually  produced  in  the  kidneys;  and  that  any 
traces  of  them  found  in  the  blood  are  due  to  reabsorption  from 
the  urinary  channels. 

The  observations  on  which  these  unexpected  conclusions  are 
based,  are,  briefly,  the  following : 

Oppler1  found  that  urea  was  much  more  abundant  in  the  blood  of 
animals  whose  ureters  had  been  tied,  than  in  the  blood  of  those 
which  had  been  deprived  of  their  kidneys  (nephrotomized). 

The  experiments  of  Perls2  on  rabbits  showed  that  no  accumulation 
of  urea  took  place  in  the  tissues  of  nephrotomized  animals;  whereas 
in  animals  whose  ureters  had  been  ligatured,  urea  accumulated 
rapidly,  and  was  most  abundant  in  24-48  hours  after  the  operation. 

The  observations  of  Zalesky3  on  dogs,  birds,  and  serpents,  are  yet 
more  remarkable. 

In  dogs,  he  found  that:  1.  The  quantity  of  urea  in  the  blood  of 
healthy  and  of  nephrotomized  dogs  was  almost  the  same ;  and  that, 
therefore,  removal  of  the  kidneys  had  no  influence  in  increasing  the 
urea.  2.  After  ligature  of  the  ureters,  urea  was  always  found  con- 
siderably increased  in  the  blood,  the  lymph,  in  the  contents  of  the 
stomach  and  intestines,  and  especially  in  the  tissues.  3.  Accumula- 
tion of  a  large  quantity  of  urea  in  the  blood  did  not  increase  the 
ammonia  in  the  blood.  4.  Creatine  was  always  considerably  in- 
creased in  the  muscles  after  nephrotomy. 

In  birds,  nephrotomy  was  found  to  be  an  impracticable  operation; 
but  ligature  of  the  ureters  proved  an  easy  proceeding.  The  experi- 
ments on  birds  (fowls  and  geese)  yielded  the  following  results :  1.  In 
healthy  birds  no  traces  of  uric  acid  or  urea  could  be  discovered  in 
the  blood.  2.  Ligature  of  the  ureters  caused  death  from  ursemic 
coma  in  20-37  hours :  this  operation  was  always  followed  by  most 
abundant  deposits  of  urates  in  the  fluids  and  solid  tissues  of  the  body. 
These  deposits  showed  themselves  not  earlier  than  twelve  hours 
after  the  operation,  and  were  the  more  abundant  the  longer  the 
animal  lived  after  the  operation.  The  deposits  first  appeared  in  the 
lymphatic  system,  then  in  the  blood  and  all  the  other  tissues.  3. 
The  deposits  first  appealed  in  and  about  the  kidneys,  and  then 

1  Beitr.  z.  Lehre  v.  d.  Uramie.     Arch.  f.  path.  Anat.  Bd.  xxi,  p.  260. 

2  Beitr.  z.  Lehre  v.  d.  Uramie.     Konigsberg.  Med.  Jahrb.  Bd.  iv,  p.  56. 

3  Untersuch.  ii.  d.  ur'amischen  Process,  &c.     Tubingen,  1865. 
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spread  from  these  as  a  centre.  The  lymphatic  vessels  were  gorged 
with  white,  amorphous  or  crystalline,  urates,  and  the  serous  mem- 
branes of  the  abdomen  and  thorax  thickly  inerusted  with  the  same. 
4.  No  increase  of  the  ammonia  in  the  blood  could  be  detected. 

In  serpents,  both  nephrotomy  and  ligature  of  the  ureters  were 
found  to  be  easy  operations.  The  following  results  were  obtained  : 
1.  The  blood  and  tissues  of  serpents  contain  no  traces  of  uric  acid  in 
the  normal  state  2.  Nephrotomized  serpents  lived  18-24  da^-s; 
ligature  of  the  ureters  caused  death  in  about  29  days.  3.  In  nephro- 
tomized  serpents  no  uric  acid  or  urates  was  found  after  death  in  any 
part  of  the  body,  except  a  small  quantity  in  the  cloaca,  where,  pre- 
sumably, it  existed  before  the  operation.  4.  After  death  from  liga- 
ture of  the  ureters,  all  the  organs  and  tissues  were  found  strongly 
infiltrated  with  urates,  which  formed  thick  white  crusts  and  patches 
on  all  the  mucous  and  serous  membranes,  in  the  joints,  in  and  upon 
the  kidneys,  liver,  heart,  and  spleen.  By  chemical  analysis  uric  acid 
was  also  abundantly  found  in  the  lungs,  muscles,  and  throughout 
the  body. 

Dr.  0.  Eees  believes  that  tbe  tenuity  of  the  blood  in  Bright's 
disease  is  not  without  influence  in  tbe  production  of  tbe  cerebral 
symptoms.  Traube  bas  still  further  developed  tbis  idea.  He 
contends  that  tbe  watery  state  of  the  blood  predisposes  to  inter- 
stitial transudations ;  tbat  tbe  hypertropby  of  tbe  left  ventricle 
increases  enormously  tbe  lateral  pressure  in  tbe  arterial  system ; 
tbat  wben,  from  any  cause,  a  still  further  increase  in  tbe  tenuity 
of  tbe  blood-serum  occurs,  serous  transudation  takes  place 
through  the  cerebral  capillaries,  and  gives  rise  to  oedema  of  the 
brain.  This  oedema  causes  compression  of  the  minute  cerebral 
vessels,  and  determines  an  ansemic  state  of  brain,  and  thereby 
urgemic  convulsions  and  coma.  He  is  further  of  opinion  that 
the  symptoms  are  of  a  comatose  character  when  the  oedema  and 
anamiia  affect  the  hemispheres,  and  convulsive  when  the  central 
ganglia  are  the  parts  affected. 

ISTone  of  these  theories,  considered  exclusively,  explains  satis- 
factorily the  protean  phenomena  of  ursernic  intoxication,  as  wit- 
nessed at  the  bedside.  Tbe  subjects  of  Bright's  disease  suffer 
under  a  deep  abnormality  in  the  composition  of  the  blood  and 
tissues.  The  blood  is  unnaturally  watery  and  poor  in  albumen ; 
the  blood  and  tissues  are  unnaturally  charged  with  the  primary 
bistolytic  products  (creatine,  extractives,  &c<),  and  with  excre- 
mentitious  urinary  compounds  (urea  and  uric  acid),  perhaps 
also  with  the  products  of  tbe  decomposition  of  some  of  these. 
This  state  appears  to  induce  in  the  nervous  centres  a  proneness 
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to  sudden  disorder  and  loss  of  equilibrium.  A  crisis  may  at 
any  moment  be  brought  about  by  an  exaltation  of  one  or  seve- 
ral of  the  disturbing  elements,  or  by  a  supervention  of  some  new 
and  different  cause  of  irritation  (hysteria,  menstruation).  A 
similar  hypersensitive  state  of  the  nervous  system  prevails 
naturally  in  early  life ;  and  an  irritation  which  would  be  of  no 
moment  in  an  adult  (teething,  worms,  embarrassed  digestion, 
cutaneous  irritation,  &c),  suffices,  in  an  infant,  to  awaken  con- 
vulsive and  comatose  phenomena  closely  resembling  those  of 
uraemia. 

DIAGNOSIS   AND    PROGNOSIS. 

Diagnosis. — Under  ordinary  circumstances,  chronic  Bright's 
disease  presents  symptoms,  and  a  condition  of  urine,  so  charac- 
teristic that  it  can  scarcely  be  confounded  with  any  other  malady. 
Even  when  dropsy  is  absent,  a  persistently  albuminous  state  of 
the  urine,  apart  from  heart  disease,  hardly  belongs  to  any  other 
condition. 

Temporary  albuminuria,  as  we  have  seen  (see  Congestion  of 
the  Kidneys),  occurs  occasionally  under  a  variety  of  inflamma- 
tory and  febrile  conditions,  without  structural  changes  of  any 
importance  in  the  kidneys.  These  cases  differ  from  Bright's 
disease  in  the  absence  of  dropsical  effusion ;  the  quantity  of  al- 
bumen is  also  generally  very  small ;  the  excretion  of  urea  is 
natural  or  even  excessive  instead  of  being  diminished.  When 
defervescence  occurs,  it  is  speedily  followed  by  the  total  disap- 
pearance of  albumen. 

The  real  diagnostic  difficulties  lie :  (a)  in  distinguishing  acute 
and  curable  cases  from  chronic  confirmed  ones  ;  (b)  in  determin- 
ing the  precise  anatomical  changes  going  on  in  the  kidneys ; 
and  (c)  in  detecting  the  disease  when  it  is  encountered  masked 
by  an  inflammatory  complication  or  a  ursemic  paroxysm. 

(a)  The  case  must  be  considered  as  belonging  to  the  chronic 
and  confirmed  class,  if  the  disease  have  crept  on  insidiously,  or 
if  it  be  found  complicated  with  chronic  phthisis,  caries,  long- 
continued  suppurations,  constitutional  syphilis,  enlarged  liver 
or  spleen,  or  hypertrophy  of  the  left  ventricle. 

If  the  invasion  have  been  acute,  and  the  albuminuria  still  lin- 
ger after  the  abatement  of  the  febrile  symptoms,  time  becomes 
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a  necessary  element  in  the  diagnosis.  With  every  day  that 
passes  by  without  diminution  of  albumen  in  the  urine,  the  fear 
grows  stronger  that  the  disease  has  become  confirmed.  In  such 
a  conjuncture  the  character  of  the  urinary  deposit  supplies  im- 
portant information.  If  the  epithelial  elements  and  blood  cor- 
puscles continue  to  be  freely  discharged,  and  no,  or  only  trifling, 
signs  of  fatty  changes  appear  in  the  renal  derivatives,  there  is 
good  reason  for  confidence  that  the  observer  has  to  do  with  the 
declining  stages  of  an  acute  disorder.  If,  on  the  other  hand, 
albumen  persist  in  considerable  quantity  after  the  pyrexia  has 
passed  away,  and  after  blood  has  ceased,  or  almost  ceased,  to 
appear  in  the  urine,  it  is  probable  that  the  disease  has  lapsed 
into  a  chronic  and  confirmed  state ;  and  if,  in  addition  to  these 
untoward  signs,  the  deposit  exhibit  marked  fatty  change,  that 
probability  becomes  a  certainty. 

It  must  not  be  forgotten  that  patients  suffering  from  chronic 
Bright's  disease  are  subject  to  occasional  febrile  exacerbations, 
in  which  the  urine  becomes  scanty,  high-colored,  and  perhaps 
bloody.  Such  exacerbations  are  liable  to  be  confounded  with 
the  acute  disorder ;  and  when  there  are  no  clear  indications  of 
chronicity  in  the  previous  history,  in  the  character  of  the  renal 
derivatives,  or  in  the  coexistence  of  complications,  the  differen- 
tial diagnosis  of  the  two  conditions  may  be  quite  impracticable 
until  the  lapse  of  time  shall  have  cleared  up  the  ambiguity. 

(b)  For  the  differential  diagnosis  of  the  different  types  of  de- 
generation going  on  in  the  kidneys,  the  reader  is  referred  to 
the  synopses  of  distinctive  symptoms  furnished  in  the  first  sec- 
tion of  the  present  chapter  (pp.  319,  322,  327). 

(c)  "When  the  case  comes  under  notice  for  the  first  time, 
masked  by  an  inflammatory  complication  (pneumonia,  endocar- 
ditis, or  pericarditis,  &c),  a  clue  to  the  primary  disorder  must 
be  sought  in  the  previous  history  of  the  case,  and  in  the  asso- 
ciated symptoms.  When  dropsy  (or  the  history  of  any)  is  ab- 
sent, the  primary  renal  disease  is  apt  to  be  overlooked,  and  the 
case  regarded  as  one  of  simple  inflammation  of  the  organ  affect- 
ed; the  urine  (in  such  cases)  assumes  a  febrile  character,  urea 
becomes  abundant  in  it,  and  its  specific  gravity  rules  high.  If, 
under  such  circumstances,  the  quantity  of  albumen  in  the  urine 
be  but  small,  the  absence  of  Bright's  disease  may  be  counted 
on ;  but  the  converse  deduction  is  not  invariably  warranted.     In 
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pneumonia  I  have  seen  the  urine  for  some  days  "highly"  albu- 
minous without,  as  the  sequel  showed,  the  existence  of  any  renal 
degeneration.  In  pleurisy  and  pneumonia  (and  especially  the 
former)  the  simultaneous  implication  of  the  two  sides  furnishes 
a  strong  presumption  (supposing  the  urine  be  albuminous) 
that  the  inflammation  is  not  simple,  but  secondary  to  renal  dis- 
ease. The  existence  of  cardiac  hypertrophy  without  valvular 
disease,  or  of  notable  anaemia,  also  favors  the  supposition  of 
Bright's  disease. 

The  differential  diagnosis  of  ursemic  coma  and  convulsions  has 
been  already  pointed  out.  (See  p.  351.) 

The  absence  of  casts  in  an  albuminous  urine  gives  no  security 
against  the  existence  of  renal  degeneration;  indeed,  this  ab- 
sence is  generally  more  apparent  than  real.  When  the  casts  are 
few  in  number,  and  small,  they  subside  very  imperfectly,  and 
are  apt  to  escape  detection,  even  with  the  most  careful  examina- 
tion.1 In  other  cases  the  absence  of  casts  is  only  temporary; 
and  I  have  known  it  most  absolute  in  some  of  those  sad  hopeless 
cases,  where  the  renal  disease  is  the  ultimate  upshot  of  an  in- 
tractable strumous  or  syphilitic  cachexia. 

Prognosis. — The  prospects  of  a  patient  suffering  from  con- 
firmed chronic  Bright's  disease  are  exceedingly -gloomy.  The 
textural  changes  in  the  kidneys  are  of  a  kind  that  do  not  admit 
of  reparation.  The  Malpighian  bodies  become  enveloped  in  an 
exudation  of  low  plastic  material,  of  which  the  only  tendency  is 
to  progressive  contraction,  and  the  tubuli  are  either  blocked  up 
with  fibrinous  plugs  or  shrivelled  into  useless  fibres.  The  gland 
is  not,  however,  equally  affected  throughout  all  its  parts,  and  the 
less  injured  portions  carry  on,  imperfectly,  the  depurative  func- 
tions. As  the  sounder  portions  become  more  and  more  involved 
— and  there  is  an  almost  inevitable,  though  slow,  tendency  to 
this — the  work  done  by  the  kidneys  grows  less  and  less,  and  the 
blood  is  more  and  more  contaminated  with  histolytic  and  uri- 

1  About  two  years  ago  I  was  consulted  by  a  medical  man  who  was  suffering 
from  persistent  albuminuria.  He  himself,  and  another  practitioner  who  was 
well  accustomed  to  such  inquiries,  had  failed,  after  repeated  examinations,  to 
detect  a  single  cast  in  the  urine.  The  specimen  of  urine  sent  to  me  was  set  aside 
for  twelve  hours  in  an  appropriate  urine  glass.  At  the  end  of  that  period  I 
could  not,  after  long  searching,  discover  a  single  cast.  Next  day,  however,  the 
urine  deposited  an  abundant  sediment  of  very  minute  uric  acid  crystals.  On 
again  searching  for  casts  I  found  several  without  difficulty — the  precipitation  of 
the  uric  acid  had  carried  them  down. 
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nous  elements,  until  at  length  a  limit  is  approached,  which  is 
incompatible  with  life.  Long  before  this  extreme  limit  is 
reached,  however,  death  is  brought  about  in  a  large  number  of 
cases  by  one  or  other  of  the  numerous  complications  to  whicb 
the  subjects  of  renal  degeneration  are  obnoxious. 

In  certain  more  favorable  cases  the  structural  changes  cease 
to  advance,  the  dropsical  effusions  (if  any  existed)  are  absorbed, 
and  the  condition  of  the  patient  remains  stationary,  perhaps  for 
months,  perhaps  for  years;  and  he  may  be  able,  with  proper 
precautions,  to  prolong  existence  in  fair  comfort,  and  even  to 
pursue  light  avocations,  for  very  considerable  periods  of  time. 
Cases  protracted  to  five  and  six  years  are  not  uncommon,  and  a 
few  instances  are  recorded  in  which  the  patient  has  survived  for 
ten,  fifteen,  and  even  twenty  years.  The  tenure  of  life  under  these 
circumstances  is  exceedingly  precarious,  and  an  imprudent  in- 
dulgence or  exposure  may  bring  life,  in  a  few  hours  or  da}Ts,  to 
the  verge  of  destruction;  the  patient  walks,  as  it  were,  on  a 
slumbering  volcano,  which  may  at  any  moment  waken  its  fires 
with  a  fatal  explosion. 

But  although  the  final  prognosis  in  chronic  and  confirmed 
cases  is  thus  unfavorable,  the  immediate  prospects  of  the  patient 
may  be  fair,  and  there  is  still  hope  that  by  judicious  management 
amelioration  of  the  more  distressing  symptoms  may  be  brought 
about.  Except  in  the  ultimate  stages  of  the  disease,  the  dys- 
peptic symptoms,  the  irregularities  of  the  bowels,  the  dropsical 
accumulations,  and  the  bronchial  catarrh,  may  be  combated 
with  good  probability  of  success.  The  following  example  is  a 
striking  illustration  how  near  an  apparent  cure  the  subsidence 
of  the  symptoms  may  proceed,  even  from  an  apparently  despe- 
rate extremity. 

Mr.  B.,  a  designer,  of  sober  habits,  set.  38,  consulted  me,  May  9th. 
1862.  He  was  suffering  from  great  and  general  anasarca  with  as- 
cites. The  urine  was  scanty  and  intensely  albuminous.  There  was 
an  abundant  deposit  of  tube-casts  and  renal  epithelium.  These 
structures  exhibited  the  appearances  of  advanced  fatty  degeneration. 

The  patient  stated  that  the  dropsical  symptoms  had  existed  a 
twelve-month,  and  had  come  on  gradually — first  in  the  feet,  then  in 
the  face — without  known  cause. 

A  fortnight  after,  I  was  requested  to  see  Mr.  B.  at  his  own  house. 
He  was  then  confined  to  bed ;  the  swellings  had  considerably  in- 
creased; the  legs  were  tense,  and  incapable  of  being  moved  from 
excessive  oedema;  the  peritoneal  effusion  was  very  great.     There 
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was  severe  dyspnoea  (orthopncea)  and  frequent  vomiting.  The  urine 
was  almost  suppi*essed. 

Taking  into  consideration  the  state  of  the  urine,  the  character  of 
the  deposit,  and  the  time  the  disease  had  already  existed,  together 
with  the  threatening  gravity  of  the  general  symptoms,  it  seemed 
hardly  possible  that  the  patient  could  rally  to  anything  like  seeming 
health ;  and  yet  this  took  place.  Compound  jalap  powders  were 
administered  freely,  and  blanket  baths  applied  daily.  Copious 
watery  motions  were  produced ;  the  legs  burst,  and  an  immense 
quantity  of  fluid  drained  away.  Improvement  went  on  steadily  in 
the  course  of  the  ensuing  month;  in  September  the  dropsy  and  as- 
cites had  nearly  disappeared.  A  specimen  of  urine  (of  which  the 
flow  was  copious)  was  sent  to  me  at  this  time  for  examination.  It 
was  only  slightly  albuminous,  and  after  a  diligent  search  I  failed  to 
detect  any  casts. 

I  did  not  see  the  patient  after  this;  but  Mr.  Briggs,  with  whom  I 
saw  the  case,  informs  me  that  shortly  after,  the  patient  went  to 
Wales,  where  he  continued  to  improve  :  the  oedema  disappeared 
almost  entirely;  the  appetite  returned;  and  the  strength  was  so  far 
restored  that  he  was  able  to  walk  fifteen  miles  in  a  day. 

On  his  return  to  town,  however,  the  dropsical  symptoms  reap- 
peared, and  increased ;  and  a  cough  set  in,  accompanied  with  puru- 
lent expectoration.  The  pulmonary  symptoms  gradually  advanced, 
and  he  died  in  September,  1863,  about  eighteen  months  after  I  had 
first  seen  him. 

The  favorable  and  unfavorable  signs  in  Bright's  disease  have 
relation  to  the  state  of  the  skin,  the  duration  of  the  disease,  the 
degree  of  deviation  of  the  urine  from  its  natural  quantity  and 
composition,  and  the  existence  of  complications. 

The  signs  which  indicate  that  an  unfavorable  termination  is 
not  far  distant  are :  obstinate  dryness  of  the  skin,  the  urine, 
which  had  previously  been  abundant,  becoming  steadily  scantier 
without  proportionate  increase  in  the  specific  gravity,  evidence 
that  the  disease  has  existed  some  years,  repeated  recurrence  of 
ursemic  phenomena,  excessive  serous  effusion,  excessive  cardiac 
hypertrophy,  a  persistently  feverish  state.  Speedy  death  is  in- 
dicated by  the  breaking  forth  of  pneumonia  or  pericarditis,  by 
suppression  of  urine  or  uncontrollable  vomiting  and  diarrhoea. 
The  absence  of  these  signs  may  be  construed  in  a  favorable 
sense,  as  indicating  a  stationary  state,  and  the  probability  that 
the  final  issue  may  be  yet  far  distant. 

An  excessive  proportion  of  albumen  in  the  urine,  although  a 
proof  of  the  activity  of  the  morbid  process,  and  therefore  a  sign 
of  evil  augury,  is  not  necessarily  prophetic  of  impending  death. 
In  a  case  which  I  saw  with  Mr.  Stephens,  the  urine,  which  was 
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examined  almost  daily,  became  constantly  solid  on  boiling,  for 
a  period  of  more  than  two  months.  During  this  period  the 
patient's  condition  was  stationary;  he  was  then  seized  with  fatal 
pneumonia,  of  which  he  speedily  perished. 

TEEATMENT. 

In  the  management  of  cases  of  confirmed  Bright's  disease, 
three  objects  are  to  be  especially  aimed  at,  namely :  (a)  to  hin- 
der the  further  extension  of  the  structural  changes  in  the  kid- 
neys ;  (6)  to  prevent  the  occurrence  of  ursemic  and  inflammatory 
accidents ;  and  (c)  to  palliate  or  remove  certain  threatening  or 
burdensome  symptoms — anaemia,  dropsy,  dyspeptic  and  ursemic 
phenomena,  &c. 

To  fulfil  the  first  indication,  the  conditions  under  which 
the  complaint  originated  must  be  carefully  traced  out,  and  the 
patient  removed  as  completely  as  possible  from  their  further 
influence.  In  some  instances  this  is  practicable ;  as  wThen  the 
disease  follows  intemperance  or  long-continued  exposure  to  wet 
and  cold.  In  protracted  suppurations,  necrosis,  caries,  joint 
disease,  stricture  of  the  urethra  and  old  vesical  inflammation, 
the  possibility  of  the  development  of  renal  degeneration  should 
be  kept  in  view  by  the  surgeon,  and  should  have  weight  in 
considering  the  propriety  of  operation.  In  all  such  affections 
the  condition  of  the  urine  should  be  narrowly  watched;  and 
the  first  appearance  of  albumen  is  a  warning  that  the  oppor- 
tunity for  operative  procedures  is  slipping  away,  never  to 
return. 

There  is  no  evidence  that  local  counter-irritants  of  the  severer 
class — issues,  setons,  moxas,  &c. — applied  over  the  kidneys, 
exert  any  good  effect;  and  the  ulcerations  they  sometimes 
leave  are  apt  to  prove  intractable.  Mustard  poultices  and 
tincture  of  iodine  may  be  applied  when  the  loins  are  the  seat 
of  aching  pain ;  but  their  influence  on  the  renal  lesion  is 
probably  nil.  Blisters  are  inadmissible  on  account  of  their 
specific  irritating  effects  on  the  urinary  system. 

The  patient  should  be  habitually  clothed  in  flannel,  both 
limbs  and  trunk;  and  the  activity  of  the  skin  should  be  further 
encouraged  by  moderate  walking  or  carriage  exercise,  and  the 
occasional   use   of  warm   baths   and   frictions   of  the   surface. 
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The  bowels  should  be  opened  at  least  once  daily,  and  the  diet 
should  be  light  and  nutritious.  Milk  agrees  well  with  the 
majority  of  this  class  of  patients,  and  may  be  freely  partaken 
of.  Two  or  three  glasses  of  claret  or  hock  daily,  or  a  glass  of 
sound  beer,  are  permissible;  but  the  stronger  wines  and  all 
spirits  agree,  as  a  rule,  badly,  and  should  not  be  allowed  unless 
special  circumstances  imperatively  call  for  their  administration. 

Medicinal  agents  of  roborant  character  should  be  exhibited 
from  time  to  time — but  especially  preparations  of  iron.  I  have 
been  in  the  habit,  when  the  secondary  symptoms  or  complica- 
tions do  not  call  for  special  treatment,  of  contenting  myself 
with  giving  15  or  25  drops  of  the  muriated  tincture  of  iron  in  a 
wineglass  of  water  night  and  morning — combined,  in  cases  of 
strumous  affinities,  with  cod-liver  oil.  If  the  tincture  produces 
headache  or  disturbs  digestion,  some  other  chalybeate  must  be 
substituted — the  citrate  of  iron,  citrate  of  iron  and  quinine,  the 
syrups  of  the  phosphate  or  the  iodide  of  iron,  the  saccharated 
carbonate  or  the  ferrum  redactum.  One  or  other  of  these  pre- 
parations can  generally  be  made  to  agree.  It  is  important  to 
get  patients  with  chronic  Bright's  disease  to  take  iron,  for  satu- 
ration of  the  system  with  iron  is  the  best  safeguard  against  the 
profound  anaemia  which  is  a  fertile  source  of  danger  and  dis- 
tress to  the  sufferers  from  chronic  renal  degeneration. 

Are  there  any  medicinal  substances  capable  of  exercising 
control  over  the  quantity  of  albumen  lost  by  the  urine  ?  Exact 
observations  do  not  give  an  affirmative  answer  to  this  question, 
though  a  certain  reputation  has  been  gained  by  the  mineral 
acids  (especially  nitric  acid),  iodide  of  potassium,  tannin  and 
gallic  acid.  Dr.  Parkes  exhibited  large  doses  of  tannin  and 
gallic  acid  without  producing  any  diminution  of  albumen.  I 
have  in  a  number  of  cases  used  gallic  acid  for  a  period  of  many 
weeks,  but  could  not  convince  myself  in  a  single  instance  that 
it  had  any  favorable  influence  on  the  excretion  of  albumen,  and 
in  some  instances  it  occasioned  serious  gastric  disturbance. 
Oppolzer  has  recommended  alum,  and  the  trials  of  Heller  sup- 
port this  recommendation. 

Knowing  as  we  do  that  persons  with  albuminuria  and  de- 
generated kidneys  may  preserve  passable  health  for  years,  so 
long  as  digestion  is  good,  the  blood  not  too  impoverished,  and 
the  complications  kept  away,  the  practitioner  is  not  justified  in 
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interfering  too  actively  when  this  stationary  condition  is  main- 
tained; he  should  confine  himself  to  the  enforcement  of  sound 
hygienic  rules  and  preventive  measures.  The  patient  should  he 
made  clearly  to  understand  that  he  is  to  treat  himself  as  a 
valetudinarian ;  and  that  in  his  clothing,  his  eating,  drinking, 
exercise,  and  general  mode  of  life,  he  must  go  by  rule,  as  the 
sole  condition  of  not  running  the  most  fatal  risks. 

The  most  effective  means  of  combating  the  dropsical  effusions 
are  hydragogue  cathartics  and  warm  baths.  For  general  use 
there  is  no  hydragogue  superior  to  the  compound  jalap  powder 
with  an  additional  quantity  of  the  bitartrate.  It  acts  quickly, 
and  procures  two  or  three  copious  watery  stools.  The  objection 
to  its  use  is  the  nausea  and  sickness  which  it  too  often  occasions. 
To  diminish  this  inconvenience  as  much  as  possible,  an  active 
dose  (for  an  adult  5iij  of  the  bitartrate,  and  15  or  20  grains  of 
jalap  corrected  with  a  little  ginger)  should  be  administered  early 
in  the  morning  twice  or  thrice  a  week.  The  operation  of  the 
medicine  passes  over  in  a  few  hours ;  and  the  patient  has  leisure 
to  recruit  himself  in  the  intervals  between  the  doses.  This 
proceeding  is  less  harassing  than  to  keep  up  a  continuous 
purgation  of  less  activity. 

Christison  speaks  in  high  terms  of  gamboge,  which  he  em- 
ployed in  doses  of  5  grains,  sometimes  7,  and  very  rarely  9 
grains,  every  second  day,  or  in  urgent  circumstances  every  day. 
To  prevent  griping  he  had  it  finely  pulverized  with  half  a 
drachm  of  the  bitartrate  of  potash.  Colocynth,  scammony,  and 
elaterium  have  also  been  employed  on  diverse  hands.  When 
the  serous  accumulation  is  very  threatening,  and  immediate 
effects  are  demanded,  no  remedy  is  superior  to  elaterium.  It 
may  be  given  in  doses  of  one-sixth,  or  one-fourth,  of  a  grain 
every  three  or  four  hours,  until  free  evacuations  have  been  ob- 
tained. In  the  employment  of  purgatives,  it  must  not  be  over- 
looked that  exhausting  diarrhoea  sometimes  occurs  spontane- 
ously in  the  later  periods  of  the  disease,  and  that  the  use  of 
drastics  has  been  known  to  originate  this  untoward  symptom. 
It  is  necessary,  therefore,  to  watch  the  action  of  these  evac- 
uants,  and  to  immediately  desist  from  their  use  if  the  diarrhoea 
show  signs  of  proving  intractable. 

Warm  baths  are  unquestionably  the  most  effective  of  dia- 
phoretics ;  they  not  only  promote  cutaneous  transpiration,  but 
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often  increase  the  secretion  of  urine  at  the  same  time.  They 
may  be  applied  in  all  their  varied  modifications — warm  water, 
hot  air,  steam,  or  the  blanket-bath.  When  one  modification 
fails  another  may  succeed.  Dr.  Liebermeister  describes  as 
highly  effective,  a  method  of  applying  the  warm  water  bath,  by 
which  the  temperature  is  gradually  raised  after  the  bather  is 
immersed.  When  the  patient  first  enters  the  bath  the  temper- 
ature is  98° ;  it  is  then  gradually  raised  by  the  admission  of 
warm  water  to  108° ;  after  remaining  in  the  bath  about  thirty- 
five  minutes  the  patient  is  packed  in  hot  blankets.1 

Unpleasant  consequences — headache,  suffusion  of  the  face, 
unwonted  heat  of  skin — occasionally  follow  the  use  of  warm 
baths,  and  may  even  necessitate  their  abandonment.  Generally 
these  inconveniences  diminish  as  the  remedy  is  repeated ;  and 
after  a  few  trials  patients  with  chronic  renal  disease  nearly 
always  take  their  baths  with  pleasure  as  well  as  with  advantage. 

Of  pharmaceutical  diaphoretics,  Dover's  powder,  James's 
powder,  and  liq.  ammon.  acetatis  have  been  chiefly  used ;  their 
effect  is  very  uncertain. 

Diuretics  are  of  much  inferior  value  to  purgatives ;  but  when 
there  exists  a  tendency  to  spontaneous  diarrhoea  or  to  severe 
gastric  derangements,  we  are  constrained  to  abandon  the  latter 
for  the  former.  My  experience  of  diuretics  has  not  given  me 
a  high  opinion  of  their  efficacy.  The  testimony  of  authors  on 
their  utility  is  conflicting.  In  judging  of  their  effects,  some 
observers  have  not  sufficiently  considered  that  a  spontaneous 
diuresis  is  the  normal  outgoing  of  acute  renal  dropsy  tending  to 
recovery;  and  that  in  patients  with  contracting  kidneys  profuse 
diuresis  is  an  ordinary  feature  of  the  quiescent  state  in  the 
middle  periods  of  the  disorder,  so  that  when  the  urine  becomes 
scanty  and  the  dropsical  effusions  increase  during  an  intercur- 
rent febrile  exacerbation,  the  re-establishment  of  the  diuresis  and 
the  diminution  of  the  anasarca  on  regaining  the  quiescent  con- 
dition, must  not  be  too  hastily  attributed  to  the  diuretic  which 
chanced  to  be  employed  pending  the  pyrexial  attack. 

Diuretics  of  the  most  opposite  classes  have  been  recom- 
mended by  different  writers.  Bright,  who  had  but  slight  con- 
fidence in  diuretics,  was  in  the  habit  of  prescribing  uva  ursi  and 

1  Prag.  Vierteljahrschr.,  1861. 


TREATMENT.  371 

pyrola  umbcllata.  Christison  relied  on  digitalis  combined  with 
cream  of  tartar.  Rayer  perceived  little  advantage  in  digitalis 
or  squills,  and  lie  found  that  they  almost  always,  at  length,  de- 
ranged the  stomach.  Horseradish  tea,1  according  to  his  ex- 
perience, offered  of  all  diuretics  the  best  chance  of  success. 
Spruce  beer  is  a  much  more  agreeable  beverage;  and  its  diuretic 
action  is  probably  not  inferior.  My  colleague,  Dr.  Eason  Wil- 
kinson, has  repeatedly  obtained  good  results  from  its  use ;  and  on 
his  recommendation  I  have  tried  it  myself  in  a  number  of  cases, 
with  favorable  effects;  it  agrees  well  with  the  stomach,  and 
quenches  the  thirst,  which  not  unfrequently  torments  patients 
with  Bright's  disease,  more  effectually  than  any  beverage  I 
know. 

Tincture  of  cantharides  was  employed  by  Dr.  Wells  in  seven 
cases,  in  doses  of  30,  50,  and  even  60  drops  per  day,  with  good 
effect  in  five.  Rayer  also  reports  well  of  it  in  some  cases ;  but 
he  adds,  not  without  reason,  "  it  is  an  uncertain  remedy,  which 
might  be  dangerous  in  inexperienced  hands." 

I  have  tried  in  my  owti  practice  dandelion,  broom-tops,  and 
belladonna,  with  unsatisfactory  results. 

When  other  means  of  evacuating  the  dropsical  effusions  fail, 
and  the  tension  of  the  integuments  threatens  erythema  and 
gangrene,  there  is  yet  a  resource  in  acupuncture  or  incision  of 
the  legs.  This  rapid  and  easy  method  has  the  disadvantage 
that,  unless  stringent  precautions  are  taken,  the  punctures  are 
liable  to  become  the  focus  of  erysipelatous  inflammation,  which 
may  spread  and  pass  into  sphacelus,  with  disastrous  conse- 
quences. This  mishap  is  quite  as  likely  to  follow  needle  punc- 
tures as  incisions,  and,  after  trial  of  both  plans,  I  prefer  the 
latter.  One  or  two  cuts  with  a  lancet  should  be  made  length- 
wise in  the  calf  of  the  leg,  or  one  of  them  may  be  placed  on  the 
dorsum  of  the  foot.  The  incisions  should  be  three-quarters  of 
an  inch  long,  and  penetrate  fairly  into  the  subcutaneous  tissue. 
To  prevent  erysipelas  the  following  directions  should  be  carried 
out :  the  incised  member  should  be  wrapped  in  hot,  moist  flan- 
nels ;  these  should  be  changed  frequently — at  first  every  two  or 

1  Half  an  ounce  of  the  root  infused  in  two  pints  of  water  was  the  dose  with 
which  Bayer  usually  began  ;  this  was  gradually  increased  to  one  and  one  and  a 
half  ounces.  The  dried  root  makes  a  less  acrid  infusion  than  the  fresh  root,  of 
which  a  smaller  quantity  must  be  used.  (Mai.  d.  Eeins  ii,  p.  152.) 
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three  hours.  At  every  change,  the  legs,  and  especially  the  in- 
cised parts,  should  be  thoroughly  sponged  with  warm  water, 
and  the  flannels  which  are  soaked  with  the  discharge  should  be 
completely  cleansed  before  they  are  reapplied.  Traube  recom- 
mends that  the  incisions  be  frequently  washed  with  chlorine 
water.  Under  such  precautions  this  treatment  may  be  carried 
out  with  safety — always  with  great  relief  at  the  time,  and  some- 
times with  prolonged  advantage. 

In  those  cases  which  are  characterized  by  a  copious  flow  of 
urine  (contracting  kidney),  dropsical  effusions,  if  present  at  all, 
are  usually  slight  and  partial;  and  their  existence  depends 
chiefly  on  the  watery  state  of  the  blood,  and  the  lowered  toni- 
city of  the  bloodvessels.  In  these  cases,  diuretic  and  cathartic 
remedies  avail  little  to  diminish  the  oedema :  better  results  are 
obtained  by  ferruginous  preparations,  tonics,  and  mineral  acids. 
If  the  patient's  general  health  can  by  these  means  be  effectually 
improved,  the  serous  effusions  will  not  delay  their  disappearance. 
It  is  in  cases  of  this  class  likewise  that  change  of  air,  or  even  a 
sea-voyage,  may  be  recommended,  provided  always  that  the 
disease  be  not  too  far  advanced. 

The  treatment  of  bronchial  catarrh  and  secondary  inflammations 
requires  to  be  undertaken  with  a  remembrance  of  the  primary 
mischief.  Mercury  and  bloodletting  are  inadmissible — the 
former  (unless  in  the  most  guarded  way)  on  account  of  the 
peculiar  susceptibility  of  the  system  in  Bright's  disease  to  mer- 
curial preparations,  the  latter  on  account  of  the  deep  under- 
mining of  the  strength  which  has  already  taken  place.  In- 
ternal antiphlogistics — aconite,  digitalis,  and  antimony — may  be 
freely  used;  also  external  applications — chloroform  epithems, 
hot  poultices,  dry  cupping,  &c. 

The  dyspeptic  symptoms  are  readily  controlled  in  the  early 
periods  by  a  careful  revision  of  the  diet,  and  the  use  of  vege- 
table bitters,  prussic  acid,  and  antacids.  When  obstinate  vom- 
iting of  ursemic  origin  sets  in,  it  is  very  difficult  to  subdue ; 
creasote,  morphia,  and  ice  permitted  to  melt  in  the  mouth,  are 
the  most  effective  remedies.  Diarrhoea  of  similar  origin  must 
be  combated  by  acetate  of  lead,  opium,  and  sulphuric  acid. 

"When  uroemic  symptoms  show  themselves,  renewed  efforts 
should  be  made  to  increase  the  flow  of  urine,  and  to  awaken 
the  vicarious  activity  of  the  skin  and  intestiues  by  the  mea- 
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sures  already  described.  If  coma  and  convulsions  have  actually 
seized  the  patient,  further  energetic  action  is  demanded.  Fre- 
richs,  consistently  with  his  view  that  carbonate  of  ammonia 
is  the  actual  poison  in  these  cases,  recommends  a  treatment 
designed  to  neutralize  the  free  ammonia,  and  reduce  it  to  a 
state  of  innocuous  combination.  He  directs  chlorine  (which 
may  be  inhaled  in  the  gaseous  state,  or  taken  dissolved  in  water) 
and  the  vegetable  acids  to  be  taken  internally,  the  body  to  be 
sponged  with  vinegar,  and  vinegar  to  be  used  in  injections. 

During  the  convulsive  paroxysm,  chloroform  inhalation  is 
the  most  prompt  and  ready  means  of  controlling  the  spasms. 
When  the  uraemic  paroxysm  begins  with  drowsiness  and  gra- 
dually passes  on  to  insensibility,  or  when  convulsions  occur  only 
as  breaks  in  a  continuously  comatose  condition,  chloroform 
affords  no  prospect  of  relief. 

At  the  time  when  Bright,  Christison,  and  Rayer  published  on 
this  subject,  everything  in  the  shape  of  an  apoplectic  or  convul- 
sive seizure  was  the  signal  for  immediate  and  copious  venesec- 
tion; it  is  not  surprising,  therefore,  to  find  in  the  cases  they 
recount  that  free  and  repeated  bleedings  are  almost  invariably 
chronicled  in  the  next  sentence  to  that  announcing  the  advent  of 
the  uraemic  paroxj^sm.  Dr.  Richardson  has  recently  advocated 
the  same  plan.  The  immediate  effect  is,  unquestionably,  in  a 
large  number  of  cases,  to  relieve  the  insensibility;  consciousness 
sometimes  returns  as  the  blood  flows.  But  the  indiscriminate 
use  of  this  powerful  remedy  is  the  surest  way  to  bring  it  into 
ultimate  disrepute.  A  distinction  should  be  drawn  according 
as  the  renal  disorder  is  acute  or  chronic,  and  according  to  the 
strength  and  general  condition  of  the  patient.  It  must  be  borne 
in  mind  that  an  impoverished  and  watery  state  of  the  blood  is 
an  effective  factor  in  the  generation  of  uraemic  phenomena,  and 
that  a  bloodletting,  though  it  may  relieve  a  present  attack,  in- 
creases the  predisposition  to  future  attacks.  In  the  uraemic 
coma  of  acute  Bright's  disease,  and  in  certain  classes  of  puerpe- 
ral eclampsia,  the  blood  is  as  yet  not  materially  impoverished, 
and  the  type  of  renal  mischief  is  one  that  gives  full  hope  of 
eventual  recovery,  while  the  attack  itself  is  of  extreme  danger. 
In  these,  venesection — free,  and  even  repeated — is  decidedly  and 
urgently  demanded.  But  the  matter  stands  otherwise  when  the 
renal  mischief  is  chronic  and  incurable.    The  attacks  themselves 


374  CHRONIC    BRIG  JIT'S    DISEASE. 

are  not  so  imminently  dangerous  as  when  occurring  in  the  acute 
form  of  the  disease ;  patients  frequently  survive  repeated  ursemic 
paroxysms  without  the  aid  of  venesection ;  the  blood  is  com- 
monly thin  and  poor ;  and  lastly,  there  is  not  any  prospect  of 
ultimate  recovery.  Under  these  circumstances  loss  of  blood  is 
more  likely  to  shorten  than  to  lengthen  life.  Further,  as  Christi- 
son  remarks  (speaking  of  advanced  renal  mischief),  when  the 
torpor  becomes  considerable  the  removal  of  blood  seems  of  little 
or  no  use.  In  some  of  the  cases  reported  by  Bright,  death  oc- 
curred from  coma  on  the  very  day  of  free  and  repeated  venesec- 
tion. I  can  only  conceive  of  two  contingencies  in  which  with- 
drawal of  blood,  in  quantity,  is  justifiable  in  chronic  renal  disease; 
one  is,  when  coma  comes  on  rapidly  in  a  person  whose  constitu- 
tion is  not,  as  yet,  seriously  deteriorated,  and  whose  prospects 
of  life  (abstracting  the  uraemia)  may  extend  to  many  months  or 
some  years;  the  other  is,  when  there  is  a  necessity  for  tem- 
porary restoration  of  the  faculties  paramount  to  the  general 
chance  of  prolonging  life. 

"When  the  comatose  symptoms  come  on  gradually,  the  mea- 
sures before  enumerated  should  in  every  case  take  precedence 
of  bloodletting. 
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Purulent  formations  in  the  substance  of  the  kidney  arise 
under  three  conditions,  namely :  (1),  phlegmonoid  inflammation 
ending  in  circumscribed  abscess ;  (2),  multiple  abscesses  from 
purulent  infection ;  and  (3),  occasionally  from  embolism.1 

1  Dr.  Johnson  describes  another  form  of  "  suppurative  nephritis,"  in  which 
pus  is  produced  in  the  uriniferous  tubes  by  transformation  of  the  renal  epithe- 
lium. This  condition  he  found  associated  with  the  occurrence  of  "purulent 
casts"  in  the  urine.  I  have  frequently  noticed  casts  of  this  character,  but  am 
disposed  to  explain  their  appearance  differently.  It  is  not  very  rare  in  Bright's 
disease,  to  find,  in  the  urine,  cells  attached  to  fibrinous  casts  with  double  or 
triple  nuclei.  But  this  is  no  more  evidence  of  pus  than  the  occurrence  of  the 
pale  corpuscles  in  the  blood  (which  are,  anatomically,  indistinguishable  from 
pus  corpuscles)  is  evidence  of  pus  in  the  blood.  When  the  renal  cells  prolifer- 
ate rapidly,  they  assume  very  much  the  appearance  of  pus  corpuscles,  and  dis- 
play cleft  nuclei. 

The  cases  adduced  by  Dr.  Johnson  are  quite  inconclusive ;  the  first  (case  28) 
was  an  example  of  Bright's  disease  complicated  with  boils  ;  pyaemia  followed, 
and  metastatic  abscesses  were  found  in  the  kidneys  and  lungs  :  the  second  case 
(No.  29)  seems  to  have  been  an  example  of  the  mottled  white  kidney  acutely 
developed — complicated  with  cutaneous  erysipelas,  but  otherwise  not  unusual 
in  its  course.  In  the  third  case  dropsy  and  albuminuria  of  sudden  onset  had 
come  on  in  an  intemperate  and  gouty  man.  Dr.  Johnson  found  purulent  casts 
in  the  urine,  but  after  a  while  they  disappeared,  and  the  patient  survived  nearly 
a  year.  To  apply  the  term  suppurative  nephritis  to  cases  like  the  two  last  is 
likely  to  mislead,  for  they  differ  nowise  clinically  from  typical  Bright's  disease. 


376  SUPPURATION    IN    THE    KIDNEY. 

It  is  necessary  to  distinguish  between  abscess  situated  in  the 
substance  of  the  kidney,  and  purulent  distension  of  the  pelvis 
and  infimdibula,  with  ultimate  sacculation  of  the  organ  (pyone- 
phrosis). These  two  conditions  were  confounded  under  the 
common  name  of"  abscess  of  the  kidney,"  until  Rayer  pointed 
out  the  distinction  between  them. 

1.  Phlegmonoid  abscess  is  nearly  always  confined  to  one  kid- 
ney. It  may  be  due  to  external  violence  (blows  or  falls  on  the 
loins),  or  to  inflammation  and  suppuration  round  a  calculus  or 
calculi  lodged  in  the  substance  of  the  gland,  or  it  may  arise 
as  a  sequence  to  suppuration  of  the  lower  urinary  passages.  In 
the  last-mentioned  cases  the  abscess  is  generally  due  to  exten- 
sion of  inflammation  by  continuity  of  tissue  along  the  straight 
ducts  of  the  pyramids ;  sometimes,  however,  where  the  primary 
inflammation  is  confined  to  the  bladder  or  urethra,  the  connec- 
tion of  the  two  (pyaemia  being  absent)  is  difficult  to  explain, 
except  on  the  obscure  idea  of  sympathy.  An  abscess  formed 
in  any  of  these  ways  may  involve  the  whole  kidney  in  destruc- 
tion, and  convert  it  into  a  bag  of  pus. 

An  abscess  of  the  kidney  generally  opens  into  the  pelvis  of 
the  organ,  and  its  contents  are  discharged  by  the  ureter.  This 
is  by  far  the  most  favorable  issue.  Sometimes  the  pus  works 
its  way  out  in  other  directions ;  it  may  penetrate  the  tunica 
propria  posteriorly,  and  be  evacuated  in  the  loins  ;  and  recover- 
ies have  taken  place  even  after  this  event,  though  generally  such 
cases  prove  ultimately  fatal.  A  renal  abscess,  more  rarely, 
bursts  into  the  colon  or  duodenum,  and  is  discharged  by  stool ; 
or  it  penetrates  into  the  peritoneal  sac,  causing  rapid  death ;  in 
still  rarer  cases,  it  has  been  known  to  push  into  the  cavity  of 
the  thorax  and  be  evacuated  by  coughing. 

The  symptoms  of  circumscribed  abscess  of  the  kidney  are 
pain  in  the  affected  organ,  fever,  hematuria,  successive  (often 
regular)  rigors;  and,  if  the  collection  be  sufficiently  large,  a 
fulness  or  fluctuating  tumor  is  perceived  in  the  renal  region. 
When  the  abscess  bursts  into  the  infimdibula  there  is  sudden 
and  copious  discharge  of  pus  with  the  urine — or,  if  it  burst  into 
the  intestines,  with  the  stool — followed  by  simultaneous  subsi- 
dence of  the  tumor.  In  the  absence  of  fulness  in  the  renal 
region,  or  of  signs  of  pointing  in  the  loins,  the  diagnosis  is  ne- 
cessarily uncertain.     Perinephritic  abscess  is  sometimes  accom- 
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panied  with  hematuria,  and  other  signs  greatly  resembling 
those  of  abscess  in  the  renal  substance.1  Albuminuria  is  by  no 
means  a  necessary  symptom  of  suppuration  in  the  kidney.  It 
may  be  wholly  absent,  or  the  urine  may  contain  a  small  quan- 
tity of  albumen.  When  abscesses  of  the  kidney  form  slowly  in 
the  course  of  suppurating  disease  of  the  lower  urinary  passages, 
they  are  usually  unassociated  with  any  special  symptoms,  and 
their  existence  may  not  be  suspected  until  the  autopsy. 

Sometimes  the  contents  of  a  renal  abscess,  instead  of  being 
evacuated,  are  gradually  inspissated;  the  liquid  parts  of  the  pus 
are  absorbed,  and  the  residue  is  dried  up  into  a  putty-like  mass 
containing  shrunken  pus  corpuscles  mixed  with  considerable 
quantities  of  phosphate  and  carbonate  of  lime.  When  an  ab- 
scess dries  up  in  this  manner  it  may  lie  permanently  latent,  and 
give  no  further  trouble.  The  destruction  of  one  kidney  in  this 
way  is  compensated  by  enlargement  of  the  opposite  healthy  or- 
gan, which  is  thus  enabled  alone  to  carry  on  the  renal  function. 

Treatment. — When  external  violence  has  been  so  inflicted  that 
there  is  reason  to  apprehend  suppurative  inflammation,  the  loins 
should  be  freely  cupped  or  leeched;  absolute  rest  and  low  diet 
should  be  enjoined  for  several  days,  and  the  bowels  kept  open 
by  emollient  glysters.  The  same  treatment  should  be  followed 
in  principle,  but  modified  to  suit  the  accompanying  circum- 
stances, if  abscess  is  threatened  from  renal  calculi. 

When  signs  of  pointing  in  the  loins  are  recognized,  they 
should  be  encouraged  by  warm  poultices;  and  as  the  pus  ap- 
proaches the  surface  it  should  be  evacuated,  in  order  to  forestall 
the  danger  of  evacuation  by  the  more  dangerous  channels  of  the 
peritoneum  or  thorax.  Too  often  the  original  cause  of  the  sup- 
puration (impacted  calculi  or  disease  of  the  lower  urinary  pas- 
sages) is  irremovable,  and  the  evacuation  of  one  abscess  is  liable 
to  be  followed  by  the  formation  of  others,  which  at  length  ex- 
haust the  patient.2 

1  See  a  case  by  Todd,  Clin.  Lect.  on  Ur.  Dis.,  p.  39. 

2  Illustrative  cases  of  abscess  of  the  kidney  may  be  found  (in  addition  to  those 
indicated  at  the  head  of  the  chapter)  in  the  following  sources:  Lancet,  1847,  i, 
p.  335;  1853,  i,  p.  32;  1863,  ii,  p.  69.  Med.  Times  and  Gaz.,  1854,  i,  p.  23;  and 
ii,  p.  241,  343.  Med.  Gazette,  vol.  xix,  p.  888;  xxiv,  p.  563;  xxvii,  p.  141 ;  xlv, 
p.  252.  Path.  Soc.  Trans.,  1849-1850,  p.  234;  vol.  v,  p.  178,  179;  xiii,  p.  131. 
Gaz.  Hebd.,  1863,  p.  40.  Dublin  Hosp.  Gaz.,  1854,  p.  147;  and  vol.  i,  p.  121. 
Med.  Chir.  Rev.  (1824-1834),  new  series,  xii,  p.  81;  xix,  p.  159,234.  Med. 
Commentaries,  vii,  p.  41.  Med.  Facts  and  Obs.,  vi,  No.  3.  Encycl.  d.  Sc.  Med., 
v.  54,  h.  19.  Wilson,  Lects.  on  Dis.  of  Ur.  Organs,  Lond.  1821,  p.  281,  283. 
Bennett,  Clin.  Lects.,  2d  ed.,  p.  731.     Ulrich,  cited  by  Eosenstein,  1.  c,  p.  287. 
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2.  Multiple  or  metastatic  abscesses. — Secondary  abscesses  are  some- 
times found  in  the  kidneys,  as  well  as  other  parts  of  the  body, 
after  death  from  pyaemia.  The  kidneys  are,  however,  less  fre- 
quently the  seat  of  such  abscesses  than  the  lungs  and  liver.  In 
2161  autopsies  performed  at  St.  George's  Hospital,  Dr.  Cham- 
bers found  pyeemic  abscesses  in  the  kidneys  12  times;  in  the 
lungs  106  times,  and  22  times  in  the  liver.  The  implication  of 
the  kidneys  has  been  found  in  pyaemia  from  almost  every  cause 
— after  amputations,  lithotomy,  lithotrity,  and  other  surgical 
operations,  gangrenous  affections,  carbuncle,  glanders,  variola, 
chronic  suppurations,  especially  of  the  lower  urinary  passages. 
In  four  instances  Dr.  Chambers  found  the  kidneys  free  from  ab- 
scesses when  the  pyaemia  had  arisen  from  disease  of  the  urinary 
passages  themselves. 

The  primary  disorder  (pyaemia)  is  of  such  overwhelming 
gravity,  that  the  renal  lesion  becomes  by.  comparison  unimpor- 
tant. JSTo  symptoms  are  known  whereby  the  existence  of  mul- 
tiple abscesses  in  the  kidneys  can  be  predicated  with  certainty 
during  life.  A  strong  probability  that  such  abscesses  exist  will 
arise  if,  with  evident  pyaemia,  the  renal  regions  are  painful  on 
pressure,  and  a  considerable  quantity  of  albumen  be  discharged 
with  the  urine. 

Sometimes  the  secondary  abscesses  in  pyaemia  are  almost  con- 
fined to  the  kidneys,  as  in  the  following  example  : 

On  Jan.  9,  1865,  1  examined  the  body  of  a  man,  set.  about  45,  who 
had  died  in  the  Salford  Workhouse,  a  day  or  two  after  his  admis- 
sion, of  some  obscure  disease.  The  bladder  was  found  thickened  and 
contracted;  the  mucous  membrane  softened,  red,  and  congested,  but 
not  ulcerated.  The  ureters  were  dilated  to  the  thickness  of  a  large 
quill.  The  kidneys  were  enlarged  to  about  twice  their  natural  size, 
and  riddled  with  hundreds  of  minute  abscesses,  the  largest  of  which 
were  about  the  size  of  a  horse-bean,  and  the  smallest  like  pins' 
heads.  They  were  distributed  through  the  substance  of  the  organs 
and  on  their  surfaces,  mostly  aggregated  into  groups  varying  from 
the  size  of  a  sixpence  to  that  of  a  florin.  Each  abscess  was  surround- 
ed with  a  red,  inflamed  areola.  Some  of  those  on  the  surface  ap- 
peared thinned  away  almost  to  bursting,  and  in  places,  resembled  a 
patch  of  herpetic  eruption.  Not  one  of  these  abscesses  had  opened 
into  the  infundibula;  and  if  pus  had  made  its  way  into  the  ureter 
from  the  kidney,  it  must  have  drained  along  the  uriniferous  ducts. 
On  section  it  was  seen  that  the  little  abscesses  displayed  a  general 
tendency  to  arrange  themselves  end  to  end,  in  lines  following  the 
directions  of  the  ducts  of  the  pyramids. 
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There  were  about  8  oz.  of  urine  in  the  bladder:  it  deposited,  on 
standing,  an  abundant  sediment  of  pus;  it  also  contained  a  good 
deal  of  albumen— more  than  the  pus  accounted  for.  Careful  exam- 
ination failed  to  discover  casts  of  tubes  of  any  sort. 

Both  lungs  contained  a  few  secondary  abscesses;  there  was  abun- 
dant recent  pleurisy  on  both  sides.  The  right  heart  was  somewhat 
dilated;  otherwise  the  organ  was  healthy.     The  liver  was  healthy. 

The  pj^semia  in  this  case  appeared  to  have  arisen  from  chronic 
cystitis. 

3.  Renal  embolism. — It  was  well  known  to  Rayer  that  rheu- 
matic endocarditis  was  sometimes  attended  with  the  formation 
of  numerous  deposits  of  a  yellow  color  in  the  kidneys,  which 
he  considered  to  have  the  nature  of  plastic  lymph.  He  de- 
scribed and  figured  such  cases  under  the  designation  of  "  ne- 
phrite rhumatismale."1  But  it  was  not  until  the  doctrine  of 
embolism  was  worked  out  by  Kirkes,  Virchow,  and  others,  that 
the  real  nature  of  these  lesions  was  understood. 

The  loose  fibrinous  vegetations  which  beset  the  aortic  and 
mitral  valves  in  endocarditis  are  apt  to  be  detached,  and  swept 
away  with  the  current  of  blood  into  the  arterial  system,  and 
to  be  finally  impacted  in  some  small  artery  in  the  brain,  kidneys, 
or  other  part.  But  it  is  not  solely  in  endocarditis  that  such 
masses  are  dislodged  and  carried  away.  The  same  may  happen 
in  atheromatous  erosions  of  the  valves  and  aorta;  or  a  portion 
of  the  fibrinous  lining  of  an  aneurism  may  be  detached  and 
whirled  away  to  the  kidneys  and  other  places.2 

The  effect  of  the  lodgment  of  plugs  or  emboli  from  any  of 
these  sources  in  the  arteries  of  the  kidneys  varies  with  their 
magnitude.  Small  emboli  either  do  not  produce  any  apprecia- 
ble symptoms,  or  they  merely  occasion  a  dull  uneasiness  in  the 
renal  region ;  and  their  existence  is  only  ascertained  by  inspec- 
tion after  death.  But  if  one  of  the  larger  arteries  is  plugged 
up,  not  only  does  the  occurrence  produce  symptoms  referrible 
to  the  kidneys  (sudden  acute  pain  in  the  loin  shooting  down  the 
ureter),  but  it  may,  under  favorable  circumstances,  even  be 
diagnosticated  during  life.3 

In  three  cases  of  embolism  described  by  Kirkes  (in  which 
death  ensued  from  softening  of  the  brain,  consequent  on  ob- 

1  Kayer,  1.  c,  t.  ii,  p.  73.     Atlas,  pi.  v. 

2  See  the  history  of  a  case  of  aortic  aneurism,  by  Murchison  and  Moore,  in 
vol.  xlvii  of  the  Med.  Chir.  Trans.,  p.  129. 

3  Such  a  case  is  related  by  Traube,  1.  c,  p.  77. 
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struction  of  one  of  the  main  cerebral  arteries,  by  a  fibrinous 
plug  derived  from  warty  vegetations  on  the  valves  of  the  left 
heart),  the  kidneys  were  the  seat  of  numerous  masses  of  yellow 
deposit  surrounded  by  red  areolae.  An  injection  thrown  into 
the  renal  artery  did  not  penetrate  in  the  least  degree  into  these 
yellow  patches.  The  further  researches  of  Virchow  and  Beck- 
mann  have  added  some  particulars  to  the  description  of  Kirkes. 
The  yellow  spots  are  situated  almost  exclusively  in  the  cortical 
substance ;  they  are  frequently  wedge-shaped,  with  their  bases 
bulging  underneath  the  tunica  propria,  and  their  apices  point- 
ing toward  the  infundibula.  They  vary  in  size  from  a  hemp- 
seed  to  a  hazel-nut.  At  first  they  look  like  red  hemorrhagic 
patches;  in  the  centre  of  each  there  soon  appears  a  yellow  spot. 
This  enlarges  by  cell-growth,  and  either  softens  in  the  centre 
(breaking  down  into  a  fatty  debris,  more  rarely  into  genuine 
pus)  or  finally  contracts  into  a  cicatricial  remnant,  with  destruc- 
tion of  the  adjacent  secreting  tissue.  It  is  necessarily  a  matter 
of  extreme  difficulty  to  demonstrate  the  existence  of  obstruc- 
tions or  plugs  in  the  minute  vessels  at  or  near  one  of  these 
yellow  spots,  and  some  doubt  yet  hangs  over  the  demonstration. 
When  one  of  the  main  branches  is  obstructed,  the  embolus  is 
more  easily  discovered,  and  the  appearances  are  somewhat 
different.  The  first  effect  of  cutting  off  the  arterial  supply  of  a 
considerable  section  of  the  kidney  is  to  produce  intense  hyper- 
emia of  the  surrounding  parts,  which  results  in  rupture  of  the 
Malpighian  capillaries  and  effusion  of  blood  into  the  surround- 
ing tissue.  In  this  way  a  wedge-shaped  apoplectic  area  is 
formed,  embracing  the  whole  thickness  of  the  organ. 

As  a  rule,  the  effects  of  embolism  in  the  kidney  are  of  very 
slight  clinical  importance ;  they  pass  by  in  the  immense  majority 
of  cases,  without  recognition  ;  their  occurrence  is  always  secon- 
dary to  some  much  more  grave  primary  disorder,  which  alto- 
gether dominates  the  prognosis  and  treatment.  Sometimes  the 
larger  ones  go  on  to  suppuration,  and,  still  more  rarely,  to  gan- 
grene. 
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Morbid  Anatomy. — Inflammation  of  the  pelvis  and  calices  of 
the  kidneys,  or  pyelitis,  may  be  acute  or  chronic ;  it  may  involve 
the  two  sides,  or  be  confined  to  one. 

In  acute  pyelitis  the  mucous  membrane  is  injected;  sometimes 
minute  ecchymoses  dot  its  surface,  and  blood  may  be  effused  on 
it ;  the  epithelium  is  more  or  less  freely  shed,  and  at  a  later 
period  pus  is  formed.  In  rare  cases  the  surface  is  lined  with 
false  membranes  (diphtheritic  pyelitis)  which  are  liable  to  be 
detached,  and  to  block  up  the  ureter. 

In  chronic  pyelitis  the  mucous  membrane  has  a  dead-white 
color,  sometimes  gray,  or  slate;  either  it  is  not  at  all  injected, 
or  it  is  traversed  by  dilated  veins.  The  membrane  is  also  thick- 
ened, and  the  pelvis  and  infundibula  are  dilated.  This  dilatation, 
as  it  proceeds,  encroaches  more  and  more  on  the  substance  of 
the  gland:  first  the  papillae  are  flattened  or  obliterated;  next 
the  pyramids,  and  finally  the  cortex  are  gradually  annihilated, 
and  the  organ  is  wholly  excavated  (or  sacculated)  and  transformed 
into  a  multilocular  pouch  filled  with  pus.     Bayer  describes  and 
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figures  examples  in  which  the  pelvic  membrane  was  studded 
with  minute  vesicles  resembling  suclamina. 

When  the  disease  is  due  to  the  lodgment  of  calculi,  ulcera- 
tion may  exist  on  the  mucous  membrane,  and  sometimes  these 
have  been  known  to  lead  to  perforation,  with  effusion  of  pus 
and  urine  into  the  surrounding  cellular  tissues,  or  into  the 
intestines  or  peritoneum.  These  accidents  usually  occur  after 
sacculation  and  dilatation  of  the  kidney  have  taken  place,  but 
sometimes  when  the  organ  does  not  transcend  its  ordinary 
dimensions. 

When  the  pus  and  urine  lodged  in  an  excavated  kidney  fail 
to  find  a  free  exit  through  the  ureter,  from  blocking  up  of  its 
channel  by  calculus,  a  clot  of  blood,  thickened  pus,  tuberculous 
or  cancerous  debris,  &c,  these  fluids  accumulate  behind  the  ob- 
stacle, and  distend  the  organ  into  an  abscess-like  cavity  (pyone- 
phrosis), which  sometimes  forms  a  palpable  tumor  in  the  flank. 
The  matter  so  incarcerated  may  open  a  way  for  itself  in  any 
direction — backward  through  the  loin ;  downward  along  the 
psoas  muscle  into  the  iliac  fossa,  or  under  Poupart's  ligament; 
upwards  into  the  bronchial  tubes,  though  this  is  rare;  more 
frequently  it  penetrates  into  the  duodenum  or  colon ;  or  lastly, 
into  the  peritoneum. 

In  the  cavity  of  the  inflamed  pelvis  there  are  often  found,  in 
addition  to  pus  and  urine,  blood,  urinary  calculi  of  various 
shapes  and  number,  calcareous  crusts,  hydatids,  tubercle,  can- 
cer, or  whatever  other  foreign  or  adventitious  matter  may  have 
been  the  cause  of  the  inflammation. 

If  the  urine  remain  acid,  uric  acid  and  the  urates  may  be 
precipitated  in  the  interior  of  the  pelvis ;  but  if  it  become  am- 
moniacal,  as  it  commonly  does  in  advanced  cases,  the  mixed 
phosphates  are  thrown  down.  These  are  sometimes  produced 
in  great  quantity,  and  mingling  with  the  purulent  contents  of 
the  sac,  thicken  the  whole  into  a  semi-fluid  mortar-like  sub- 
stance. In  other  cases,  the  phosphatic  matter  forms  incrusta- 
tions, which  adhere  in  places  to  the  walls  of  the  cavity,  or  lie 
loose  as  friable  concretions.  Sometimes,  again,  the  excavated 
organ,  instead  of  forming  a  tumor  (or  as  a  subsequent  stage  to 
such  tumor),  slowly  contracts,  until  at  length  it  is  reduced  to  a 
shrivelled  pouch  weighing  only  a  few  drachms. 

In  other  instances,  the  pus  is  gradually  inspissated  and  im- 
pregnated with  mineral  matter  (carbonates  and  phosphates  of 
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lime  and  magnesia)  until  it  is  converted  into  a  putty-  or  chalk- 
like  material,  which  tills  up  the  compartments  of  the  sacculated 
kidney.  Sometimes  the  fibrous  septa  which  separate  the  com- 
partments are  extensively  calcified.     In  an  example  of  this  kind 


Fig.  46. 


A  sacculated  kidney  laid  open  ;   the  cavities  filled  with  a  solid  putty-like  matter. 

(exhibited  by  Dr.  John  Mecld  to  the  Manchester  Medical  So- 
ciety) which  was  handed  to  me  for  examination,  a  saw  was  re- 
quired to  cut  the  kidney  across,  and  a  piece  of  one  of  the  bony 
septa  which  was  ground  down  displayed,  under  the  microscope, 
the  characters  of  true  bone,  though  in  a  rudimentary  state.  A 
fine  specimen  of  similar  transformation  is  preserved  in  the 
museum  of  the  Manchester  Infirmary,  of  which  the  above  draw- 
ing (Fig.  46)  is  a  representation. 

It  rarely  happens,  in  cases  of  chronic  pyelitis,  that  the  other 
parts  of  the  urinary  apparatus  are  free  from  disease.     The  most 
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common  combination  is  chronic  cystitis  with  dilated,  thickened, 
suppurating  ureters.  The  substance  of  the  kidney,  or  what  re- 
mains of  it,  is  likewise  involved  at  length  in  a  degeneration  of 
the  nature  of  chronic  Bright' s  disease  (pyelo-nephritis);  and  if 
both  kidneys  are  affected,  the  usual  symptoms  of  that  disorder 
present  themselves — general  anasarca  and  characteristic  changes 
in  the  urine. 

Etiology. — The  symptoms  of  pyelitis,  and  the  varied  accidents 
which  it  may  present  during  its  course,  whether  acute  or  chronic, 
have  so  direct  and  intimate  a  connection  with  the  cause  of  the 
inflammation,  that  practically  it  is  necessary  to  couple  the  de- 
scription of  the  different  species  of  pyelitis  with  an  etiological 
condition.  This  is  so  far  true  that  the  designation,  pyelitis,  ex- 
presses nothing  more  than  an  anatomical  fact.  As  a  nosological 
heading  it  includes  numbers  of  cases  which  have  little  real  clini- 
cal affinity.  In  a  certain  number  of  cases  the  inflammation  of 
the  pelvis  and  its  appendages  is  an  important,  perhaps  the  most 
important,  feature  of  the  patient's  complaint;  but  in  the  ma- 
jority of  cases  pyelitis  is  a  subordinate  and  often  insignificant 
incident  in  the  history  of  some  graver  disease.  Pyelitis  may 
arise  under  very  varied  conditions,  viz. : 

1.  From  overdoses  of  turpentine,  cantharides,  and  other  stim- 
ulating diuretics. 

2.  Some  degree  of  pyelitis  usually  accompanies  both  acute 
and  chronic  Bright's  disease  and  diabetes. 

3.  Certain  general  diseases  are  sometimes  complicated  with  a 
degree  of  pyelitis — typhus  and  other  eruptive  fevers,  pyaemia, 
scurvy,  diphtheria,  cholera,  carbuncle,  &c. 

4.  From  mechanical  irritation  produced  by  the  presence  of  a 
foreign  body  in  the  pelvis  of  the  kidney  or  infundibula — urinary 
gravel  and  calculi,  hydatids  and  other  parasites,  blood-clots, 
cancerous  and  tubercular  deposits. 

5.  From  stagnation  and  decomposition  of  the  urine  in  the  pel- 
vis and  infundibula.  Simple  stagnation  of  the  urine  (without 
decomposition),  from  an  obstruction  in  the  ureter,  usually  causes 
only  dilatation  (hydronephrosis);  but  if  it  occur  suddenly,  the 
pressure  of  the  dammed-up  urine  may  excite  acute  pyelitis.1 
Severer  inflammatory  changes  occur  if  the  stagnant  urine  be- 

1  See  a  case  reported  by  Brunner  in  the  Verhandl.  d.  phys-med.  Gesellsch.  in 
"Wiirzb.  viii,  p.  146. 
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comes  decomposed,  and  its  urea  converted  into  carb.  ammonia. 
It  is  probable  that  the  intractable,  generally  fatal,  pyelitis  which 
sometimes  follows  pregnancy  arises  in  this  way. 

6.  From  extension  upwards  of  inflammation  from  the  bladder. 
This  is  a  frequent  cause  of  the  worst  forms  of  pyelitis.  In 
whatever  manner  cystitis  may  have  been  engendered — whether 
by  a  urinary  calculus,  enlarged  prostate,  fungous  or  tuberculous 
disease  of  the  bladder,  or  stricture  of  the  urethra — it  can  scarcely 
persist  in  intensity  for  a  lengthened  period  without  producing 
some  or  all  of  the  following  consequences :  dilatation  and  sup- 
puration of  the  ureters,  pelvis,,  and  infundibula,  and  ultimately 
sacculation  of  the  kidneys  and  destruction  of  the  renal  tissue. 

7.  From  cold,  and  unknown  causes.  It  is  very  rare  that  pye- 
litis is  not  secondary  to  some  antecedent  morbid  process  or 
mechanical  irritation;  but  now  and  then  cases  are  met  with,  in 
which  pyelitis  exists  without  any  definite  antecedent  to  account 
for  it,  as  in  the  following  example : 

In  March,  1857,  I  admitted  into  the  Manchester  Infirmary  a  man 
greatly  emaciated,  with  hectic  symptoms.  The  urine  contained  a 
large  quantity  of  pus;  its  reaction  was  acid;  it  contained  no  casts 
of  tubes,  nor  more  albumen  than  the  pus  accounted  for.  The  patient 
stated  that  his  water  had  been  milky  for  more  than  a  year,  and  that 
his  health  had  been  gradually  failing  for  about  the  same  time.  He 
had  never  passed  any  gravel,  nor  had  he  ever  suffered  from  nephritic 
colic.  As  far  as  he  knew,  the  urine  had  never  been  bloody.  He 
attributed  his  complaint  to  the  nature  of  his  occupation,  which  was 
to  manufacture  bichromate  of  potash.  He  died  eleven  days  after 
admission.  At  the  autopsy  the  thoracic  organs  were  found  perfectly 
healthy,  as  were  also  the  liver,  spleen,  and  intestinal  tract.  When 
the  bladder  was  opened,  some  injection  of  the  mucous  membrane 
was  found,  but  it  was  not  thickened,  and  the  viscus  was  not  con- 
tracted. Both  ureters  were  dilated  to  about  double  their  usual  size, 
and  filled  with  pus.  The  two  pelves  and  the  infundibula  were  en- 
larged, and  their  lining  membrane  opaque,  and  bathed  in  pus.  The 
kidneys  presented  very  slight  signs  of  disease;  the  papillae  were 
flattened  and  yellowish,  as  if  they  contained  pus  within  their  ducts; 
the  remainder  of  the  renal  tissue  appeared  healthy.  No  foreign 
body  was  detected  in  either  pelvis,  and  the  path  of  the  urine  was 
free  throughout.  Death  could  only  be  attributed  to  the  long-con- 
tinued exhausting  purulent  discharge,  which  had  been  allowed  to 
go  on  without  an  attempt  to  check  it  until  within  eleven  days  of  his 
death. 

Symptoms. — The  symptoms  of  pyelitis  are  compounded  of 
those  directly  due  to  the  inflamed  state  of  the  pelvis  and  calices, 
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and  of  those  of  the  primary  lesion  which  is  the  exciting  cause 
of  the  inflammation.  Only  the  former  will  be  dealt  with  in  this 
connection ;  the  latter  will  be  described  under  their  appropriate 
headings. 

An  aching  pain  and  sense  of  weakness  in  the  back  are  rarely 
altogether  absent  in  pyelitis.  The  pain  may  be  confined  to  one 
loin  or  affect  both,  according  as  the  disease  is  single  or  double. 
Sometimes,  however,  single  pyelitis  is  accompanied  with  pain 
over  both  kidneys.     The  pain  is  increased  on  pressure. 

Symptoms  of  nephritic  colic  are  generally  noted  at  one  time 
or  other,  or  repeatedly,  when  the  disease  is  due  to  the  lodgment 
of  a  stone.  Similar  attacks  are  also  common  in  pyelitis  from 
hydatids;  sometimes  also  in  tuberculous  and  cancerous  pyelitis. 

The  most  important  direct  symptoms  of  pyelitis  are  found  in 
the  altered  characters  of  the  urine.  In  the  early  stage  the  urine 
contains  blood  (often  only  in  microscopic  quantity),  mucus  and 
epithelial  cells  from  the  pelvis  and  infundibula.  The  appear- 
ance of  these  last  affords  the  most  certain  diagnostic  indications. 
The  pelvic  and  infundibular  cells  are  very  irregular,  spindle- 
shaped,  tailed,  three-cornered,  elongated,  rudely  circular,  &c. 
(see  Figs.  19,  p.  99,  and  43,  p.  334).  The  urine  is  usually  acid. 
The  quantity  of  albumen  in  it  only  corresponds  to  the  admixed 
blood  and  pus. 

In  the  more  advanced  stages,  the  characteristic  epithelium 
just  referred  to  is  usually  replaced  by  pus,  which  may  be  dis- 
charged in  large  quantities.  The  urine  is  still  commonly  acid ; 
but  as  the  sacculation  of  the  kidneys  proceeds,  the  mingled  pus 
and  urine  are  liable  to  decomposition,  and  the  urine  becomes 
ammoniacal. 

If  the  urinary  channels  remain  free,  the  discharge  of  pus  is 
constant  and  regular ;  but  if,  as  frequently  happens,  the  ureter 
is  blocked  up  by  a  calculus,  an  hydatid,  a  clot  of  blood,  a  mass 
of  viscid  pus  or  other  debris,  the  discharge  of  pu3  is  for  a  while 
arrested ;  and,  if  the  disease  be  confined  to  one  side,  the  urine 
temporarily  recovers  its  transparency  and  healthy  characters. 
When  the  obstacle  gives  way,  pus  suddenly  reappears  in  great 
quantity  in  the  urine.  If  the  distension  of  the  pelvis  have  pro- 
ceeded to  the  formation  of  a  tumor  in  the  flank,  the  intumes- 
cence is  necessarily  greatly  influenced  by  the  formation  and 
removal  of  such  an  obstacle.     "When  the  discharge  of  pus  dimin- 


ILLUSTRATIVE    CASES.  387 

ishes,  the  fulness  in  the  flank  increases,  and  becomes  painful; 
when  the  course  of  the  pus  is  re-established,  the  tumor  sud- 
denly subsides,  and  the  urine  becomes  again  loaded  with  pus. 
This  train  of  events  throws  a  strong  light  on  the  nature  of  the 
case.  The  stoppage  in  the  ureter  may  persist  for  varying  pe- 
riods— a  few  days  or  a  few  months — or  it  may  prove  perma- 
nent. When  both  sides  are  affected  the  obstruction  of  one 
ureter  diminishes,  but  does  not  entirely  dissipate  the  pus  from 
the  urine ;  the  same  is  also  the  case  when  the  impediment  is 
partial. 

Micturition  is  always  more  frequent  than  natural  in  pyelitis ; 
and,  during  the  nephritic  attacks,  it  is  painful  and  incessant. 

Rigors  are  of  frequent  occurrence,  especially  when  there  is 
tumor ;  they  sometimes  assume  a  quotidian  periodicity — recur- 
ring every  evening  with  tolerable  regularity.  Well-marked 
hectic  is  often  present  in  the  later  periods. 

The  bowels  are  frequently  disordered.  Unmanageable  diar- 
rhoea usually  prevails,  induced  doubtless  by  the  inflammatory 
adhesions  which  take  place  between  the  dilated  kidney  and  the 
colon  which  passes  over  it.  In  other  cases  (when  there  is 
tumor)  the  bowels  are  obstinately  constipated,  and  require  the 
frequent  use  of  enemata.  This  is  occasioned  by  the  pressure 
of  the  tumor  on  the  colon  ;  in  one  case,  related  by  Bright,  the 
descending  colon  was  so  contracted  from  the  pressure  of  a  pyo- 
nephrotic  tumor,  that  it  was  reduced  to  the  condition  and  ap- 
pearance of  a  thick  cord. 

The  occurrence  of  tum.or  in  the  flank  is  generally  a  late  event 
in  the  course  of  pyelitis.  This  tumor  is  usually  the  seat  of 
fluctuation,  often  obscure ;  and  is  commonly  painful  and  tender 
on  pressure.  It  is  dull  on  percussion,  except  where  it  is  crossed 
by  the  colon.  When  the  tumor  is  on  the  right  side  it  is  separated 
from  the  liver  by  the  transverse  colon ;  when,  however,  adhe- 
sions form  between  the  sac  and  the  under  surface  of  the  liver, 
this  sign  may  be  wanting.  The  tumor  is  subject  to  important 
variations  of  size,  as  already  explained,  according  to  the  open 
or  obstructed  state  of  the  outflow  from  it  into  the  bladder.  In 
some  cases  the  tumor  is  so  large  that  it  extends  across  the  middle 
line :  more  commonly  it  amounts  only  to  a  fulness  in  the  loin 
or  in  the  space  between  the  crest  of  the  ilium  and  the  false  ribs. 
The  outline  of  the  abdomen  is  thus  rendered  unsymmetrical. 
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The  ultimate  issues  of  pyonephrosis  are  diverse ;  scarcely  any 
two  cases  run  a  parallel  course.  The  various  directions  in  which 
the  sac  may  burst  have  already  been  noticed  (p.  382),  and  the 
symptoms  vary  correspondingly.  But  the  sac  may  not  burst  at 
all,  and  the  patient  dies  exhausted  by  the  wasting  discharge. 
This  is  indeed  by  far  the  most  common  termination.  Or  again, 
things  may  take  a  more  favorable  turn  ;  the  discharge  gradually 
diminishes,  and,  finally,  ceases  altogether ;  the  sac  contracts  and 
dries  up,  and,  if  the  opposite  kidney  remain  sound,  perfect  res- 
toration to  health  takes  place.  Or  the  restoration  may  take 
place  differently :  the  purulent  collection,  instead  of  being  dis- 
charged, dries  up  into  a  putty-like  mass,  and  ceases  to  give 
further  trouble. 

The  following  abstracts  of  cases  will  serve  to  illustrate  the 
course  and  symptoms  of  some  of  the  chief  types  of  chronic  pye- 
litis. Other  illustrations  will  be  found  in  the  chapters  treating 
of  parasites,  tubercle,  and  cancer  in  the  kidneys. 

Case  I. — Double  calculous  pyelitis.     (Dance,  Archives  Gen.  xxix,  149.) 

A  young  woman,  set.  23,  was  admitted  into  the  Hotel  Dieu,  Jan. 
12, 1824.  She  had  experienced,  two  years  and  a  half  before,  a  tedious 
illness,  which  commenced  with  hsematuria,  accompanied  by  fixed 
and  continued  pains  in  the  renal  region.  Subsequently,  the  urine 
became  turbid  and  purulent;  it  was  passed  in  small  quantity  and 
frequently.  At  the  end  of  eighteen  months,  after  the  application  of 
a  large  number  of  leeches  to  the  loins,  the  health  improved.  The 
renal  pains  gave  place  to  an  habitual  sense  of  weight  in  the  loins ;  the 
urine,  however,  continued  purulent.  Three  weeks  before,  the  men- 
strual discharge  was  suddenly  suppressed  from  cold ;  and  when  the 
patient  came  under  observation  the  face  was  drawn,  the  eyes  sunken  ; 
there  were  severe  abdominal  pains,  increased  by  pressure  :  these 
were  especially  severe  in  the  lumbar  region.  The  urine  was  turbid, 
scanty,  and  voided  with  pain.  Leeches  were  freely  applied.  But 
obstinate  vomiting  came  on,  and  the  patient  died  in  five  d&yB. 

Autopsy. — The  kidneys  were  enlarged  to  about  a  third  above  their 
ordinary  size;  their  surfaces  were  nodulated,  and  unnaturally  hard, 
but  presenting  here  and  there  points  of  fluctuation.  On  cutting 
open  the  organs  they  were  found  extensively  sacculated  and  full  of 
pus.  The  left  kidney  contained  nine  calculi,  and  the  right  fifteen ; 
these  were  lodged  in  the  dilated  calices.  The  proper  substance  of 
the  kidney  was  expanded  and  attenuated,  but  otherwise  healthy. 
The  ureters  were  dark  colored,  marbled  on  the  surface,  and  their 
lining  membrane  thickened. 
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Case  II. —  Tumor  formed  by  the  left  kidney  (pyonephrosis),  discharging 
pus  copiously  both  by  the  urethra  and  the  rectum,  depending  on  a 
large  renal  calculus.     (Bright,  loc.  cit.,  p.  227.) 

A  man,  set.  40,  first  seen  by  Dr.  Bright,  April  30th,  1836,  had,  for 
the  last  twenty  years,  experienced  occasional  pain  in  the  left  side, 
which  he  ascribed  to  a  blow;  he  had,  likewise,  at  times,  felt  pain  in 
passing  urine,  which  was  then  turbid  with  deposit;  but  about  three 
months  only  before  Dr.  B.'s  visit,  had  a  tumor  been  detected  or  sus- 
pected in  the  left  lumbar  and  iliac  regions.  He  was  found  consider- 
ably emaciated.  The  urine  was  neutral,  with  a  very  disagreeable 
smell,  and  contained  a  large  quantity  of  pus  with  a  little  blood.  The 
whole  quantity  of  pus  passed  daily  was  from  four  to  six  ounces. 

A  tumor  existed  on  the  left  side  of  the  abdomen  descending  far 
below  the  umbilicus,  hard  to  the  touch,  and  fixed  in  the  left  lumbar 
and  iliac  regions.  It  felt  smooth  and  even,  and  was  rather  tender 
at  one  point. 

A  month  later  (June  1st)  the  tumor  appeared  to  occupy  nearly 
the  situation  of  an  enlarged  spleen,  but  Dr.  B.  thought  he  felt  the 
colon  passing  over  it.  The  urine  passed  in  twenty-four  hours  con- 
tained only  three  ounces  of  pus.     The  perspirations  were  profuse. 

June  6th. — He  had  suffered  lately  a  good  deal  of  pain  in  the  left 
side,  and  was  evidently  feverish ;  he  was  accordingly  directed  to  leave 
off  the  tonic  and  nourishing  medicines  and  food  he  had  been  taking. 

June  15th.— Two  days  after  the  last  visit  diarrhoea  came  on,  ac- 
companied with  tenesmus.  The  tumor  was  found  now  greatly  di- 
minished ;  and  on  examining  the  stools  it  was  evident  that  a  large 
quantity  of  pus  was  passing  that  way.  The  discharge  of  pus  with 
the  urine  was  undiminished,  but  there  could  be  no  doubt  that  the 
abscess  in  the  kidney  had  ulcerated  into  the  descending  colon.  The 
patient  lived  for  about  six  weeks  after  this ;  hiccup  came  on  and 
proved  very  obstinate;  and  pus  continued  to  be  discharged  both 
from  the  urethra  and  the  rectum. 

Autopsy. — When  the  abdomen  was  opened,  the  left  kidney  was 
seen  occupying  the  space  from  the  diaphragm  to  the  brim  of  the  pel- 
vis, and  along  its  whole  length  passed  the  descending  colon,  much 
contracted.  There  was  a  small  fistulous  opening,  not  larger  than 
sufficient  to  admit  a  goosequill,  from  the  sac  into  the  sigmoid  flexure 
of  the  colon  as  it  passed  over  the  lower  part  of  the  kidney  just  at 
the  point  where  peculiar  tenderness  had  been  early  observed,  and 
here  the  intestine  looked  a  little  drawn  in.  The  pus  was  found  to 
have  escaped  into  the  psoas  and  lumbar  muscles  very  extensively. 
On  removing  the  left  kidney,  and  examining  it  more  accurately,  it 
was  found  to  contain  a  large  coral-formed,  lithic-acid  calculus,  ex- 
tending its  branches  into  all  the  cavities  of  a  sacculated  pelvis.  The 
kidney  was  full  of  pus,  and  in  several  parts  cerebriform  matter  was 
sprouting  into  the  cavities  with  most  luxuriant  growth,  into  which 
tufts  of  vessels  were  seen  entering. 

Cases  of  this  class,  being  surrounded  with  more  or  less  obscu- 
rity as  to  the  exact  state  of  things  within  the  abdomen,  are  more- 


390  PYELITIS. 

instructive  when  the  revelations  of  the  autopsy  are  at  hand  to 
illuminate  the  clinical  history;  but  the  nature  of  some  of  the 
cases  which  end  in  recovery,  are  so  clearly  indicated  by  their, 
symptoms,  that  they  may  be  cited  with  advantage,  and  without 
any  doubt  as  to  their  real  nature. 

The  following  is  from  Dr.  Todd  (loc.  cit.,  case  xlviii): 

Case  III. — A  female,  set.  25,  unmarried.  She  had  been  passing 
pus  with  the  urine  at  least  a  twelvemonth  before  admission  into 
hospital,  and  in  considerable  and  constant  quantity.  For  the  last 
five  years,  she  had  suffered  pain  in  the  loins,  referred  especially  to 
the  region  of  the  right  kidney.  This  pain  varied  in  intensity;  it 
was  generally  slight  and  dull,  but  now  and  then  severe.  There  had 
been  no  symptoms  of  an  acute  attack,  nor  any  rigors  or  vomiting. 
She  never,  to  her  knowledge,  voided  blood  in  the  urine,  nor  ever 
passed  any  gravel  or  calculus;  nor  did  she  ever  seem  to  have  suffered 
from  severe  pain  in  the  direction  of  the  ureter. 

Rather  more  than  a  twelvemonth  before  her  admission  into  hos- 
pital, she  was  suddenly  attacked  with  retention  of  urine,  which 
lasted  twenty-four  hours;  and  immediately  after  its  cessation,  she 
first  began  to  notice  in  the  urine  a  sediment,  which  presented  a  pu- 
rulent character.  This  attack  of  retention  of  urine  was  preceded  by 
slight  rigors,  but  the  constitutional  disorder  was  of  so  mild  a  charac- 
ter as  not  to  cause  her  to  lie  up  at  all. 

When  admitted  into  hospital,  pus  was  passed  daily  with  the  urine 
to  the  extent  of  two  to  four  ounces,  yet  there  was  but  very  slight 
general  ailment. 

On  examination,  a  very  large  tumor  was  found  situated  in  the  re- 
gion of  the  left  kidney,  forming  a  considerable  projection  beneath 
the  abdominal  wall.  This  tumor,  which  was  three  times  the  ordi- 
nary bulk  of  the  kidney,  was  elastic  and  yielding  to  the  touch,  and 
communicated  the  sensation  of  a  soft  elastic  swelling  filled  with 
fluid.  There  was  dulness  on  percussion  all  over  the  surface  of  the 
tumor,  which  was  smooth,  round,  and  free  from  any  notches  or  pro- 
jections. 

The  tumor  was  not  tender;  the  patient  could  bear  it  to  be  handled 
without  pain,  unless  hard  pressure  were  used,  when  she  complained 
of  a  dull  pain.  Her  most  urgent  symptom  was  an  occasional  cut- 
ting pain,  referred  to  the  neck  of  the  bladder,  sometimes  accom- 
panied with  slight  difficulty  of  micturition.  She  stated  that  occa- 
sionally she  had  a  sensation  of  fulness  in  the  left  side,  which  would 
go  off  rapidly,  as  if  something  had  burst,  and  then  there  would  very 
soon  follow  an  increased  flow  of  pus  in  the  urine.  Sometimes  as 
much  as  eight  ounces  of  pus  would  be  passed  in  the  twenty-four 
hours.  Dr.  Todd  diagnosticated  a  stricture  of  the  ureter,  probably 
near  the  bladder,  causing  backward  pressure  on  the  kidney,  with 
dilatation  and  sacculation  of  the  organ. 

Eighteen  months  afterwards,  the  patient  presented  herself  again 
to  Dr.  Todd.  She  stated  that,  on  quitting  the  hospital,  she  went  to 
Brighton ;  there  she  improved  in  health  very  greatly,  and  the  puru- 
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lent  discharge  gradually  diminished.  On  a  careful  examination  of 
the  side  there  was  no  trace  of  tumor;  only  a  few  pus  globules  could 
be  detected  in  the  urine,  and  it  was  doubtful  whether  these  were  not 
derived  from  the  vagina  or  the  bladder. 

Case  IV. — Pyonephrosis  from  calculus  in  the  ureter  without  purulent 
urine.     (Howison,  Ed.  Med.  J.  1822,  p.  557.) 

A  medical  practitioner,  set.  25,  had  severe  and  protracted  nephri- 
tic symptoms  on  the  left  side  at  the  age  of  15.  He  recovered  from 
this  attack,  but  during  tbe  subsequent  years,  he  suffered  repeated 
paroxj'sms  of  pain  in  the  left  kidney,  extending  to  the  umbilicus. 
The  urine  was  at  times  scanty,  and  once  or  twice  slightly  tinged 
with  blood,  but  it  never  was  observed  to  be  milky,  or  to  contain  any- 
thing like  pus. 

Between  the  paroxysms  his  health  was  good;  he  followed  the 
practice  of  his  profession,  and  underwent  a  good  deal  of  fatigue. 
The  most  distinguishing  symptom  in  these  paroxysms  was  fixed 
pain,  of  a  gnawing  description,  extending  from  the  spine  to  the  um- 
bilical region,  increased  by  pressure,  even  the  slightest,  during  the 
severity  of  the  attack.  There  was  habitual  constipation,  and  a  most 
unusual  sensitiveness  to  cold. 

His  last  attack  but  one  occurred  in  February,  1821 ;  he  recovered 
from  this  in  about  six  weeks,  after  being  bled  to  130  ounces.  He 
became  lusty  and  florid  after  this  attack,  and  was  able  to  take  long 
journeys  in  his  gig;  but  riding  caused  so  much  pain  that  he  was 
obliged  to  give  it  up. 

About  September  he  underwent  a  good  deal  of  fatigue;  and  it  was 
supposed  that  he  suffered  a  good  deal  of  pain,  from  being  observed 
repeatedly  to  bend  his  body  forward  for  relief,  although  he  would 
not  allow  it  when  questioned. 

One  Thursday  evening,  toward  the  end  of  September,  he  went  to 
bed  earlier  than  usual,  complaining  of  fatigue  He  rose  next  morn- 
ing at  seven  o'clock,  and  his  last  fatal  attack  commenced  at  eight. 
The  symptoms  resembled  those  of  the  former  paroxysms;  there  was 
intense  pain  in  the  left  renal  region,  and  a  hardness  was  perceived 
when  the  hand  was  applied  to  the  seat  of  pain,  with  a  peculiar  sense 
of  crepitation.  The  symptoms  became  rapidly  aggravated,  and  not- 
withstanding all  the  means  employed,  including  the  abstraction  of 
blood  to  the  extent  of  150  ounces  (!),  he  died  on  the  fourth  day.1 

Autopsy. — The  left  kidney  and  pelvis  were  found  converted  into  a 
reniform  sac,  a  foot  long,  and  nine  inches  broad.  The  surface  of  this 
sac  was  marked  out  into  three  lobes.  When  opened,  it  was  found 
full  of  a  fluid  resembling  pus,  mixed  with  serum.  The  renal  sub- 
stance had  wholly  disappeared,  except  a  few  small  portions,  leaving 
nothing  but  a  cavernous  cyst,  consisting  of  the  proper  external 
membrane  of  the  kidney,  and  its  internal  membrane  much  thickened. 
It  was  divided  into  three  large  irregular  cells,  freely  communicating 

1  It  seems  highly  prohahle  from  the  narrative  that  death  was  directly  caused 
hy  loss  of  blood  ;  the  patient  insisted  on  venesection  ;  he  tightened  the  ligature, 
and  bled  himself  on  the  night  of  his  death. 
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with  the  dilated  pelvis,  into  the  apex  of  which  the  ureter  (of  its 
natural  size)  opened.  The  septa  between  the  cells  were  hard  like 
cartilage  with  thickened  edges.  The  orifice  of  the  ureter  was  closely 
blocked  up  by  a  small  calculus. 

Case  V. — Stone  in  the  bladder  for  16  years:  removal  by  the  recto-vesical 
operation:  death  jive  years  after  from  pyelitis. 

James  H.,  set.  21,  was  admitted,  under  my  care,  into  the  Eoyal 
Infirmary,  September,  1858,  laboring  under  symptoms  of  stone  in 
the  bladder.  On  sounding,  a  large  concretion  was  forthwith  de- 
tected. The  patient  stated  that  he  had  been  subject  to  difficulty  and 
pain  in  making  water  since  he  was  five  years  of  age.  When  he  came 
under  treatment  he  was  emaciated  almost  to  a  skeleton,  and  unable 
to  leave  his  bed.  Micturition  was  excessively  frequent,  the  urine 
ammoniacal,  and  loaded  with  viscid  pus.  By  rest  in  bed  and  ano- 
dyne treatment,  the  symptoms  diminished  greatly  in  severity;  and 
on  the  17th  of  December  he  was  judged  by  my  colleague  Mr. 
Southam,  who  now  took  charge  of  the  case,  to  be  fit  for  operation. 
The  stone  was  removed  by  the  recto-vesical  section.  It  weighed 
over  4-2  ounces,  and  contained  a  nucleus  of  oxalate  of  lime,  overlaid 
with  an  immense  mass  of  secondary  phosphates. 

The  patient  made  a  slow  recovery  from  the  operation.  By  the 
end  of  April,  1859,  the  fistulous  communication  between  the  bladder 
and  rectum  appeared  closed;  and  the  patient  was  discharged  in  ex- 
cellent health,  rapidly  gaining  weight. 

The  subsequent  history  of  the  case,  up  to  the  time  of  his  death, 
extends  over  a  period  of  five  years.  Soon  after  leaving  the  in- 
firmary, the  recto-vesical  fistula  reopened,  and  it  never  afterwards 
could  be  completely  closed.  The  general  health  continued  good, 
and  no  practical  inconvenience  arose  from  the  fistula,  until  about  a 
twelvemonth  before  his  death.  The  purulent  discharge  with  the 
urine  then  began  to  increase;  he  lost  flesh,  and  gradually  sank  in 
the  early  part  of  1864. 

Autopsy. — The  bladder,  ureters,  and  kidneys  were  removed  entire. 
The  bladder  was  contracted  and  thickened ;  the  ureters  were  dilated 
to  the  size  of  the  little  finger,  and  were  long  and  tortuous ;  both 
kidneys  were  extensively  sacculated,  but  not  enlarged,  and  filled 
with  pus;  and  the  secreting  tissue  was  reduced  to  a  thin  layer  of 
cortical  substance  scarcely  half  an  inch  thick. 

Case  VI. — Pyelitis  with  tumor,  after  parturition.    {Bright' s  Memoirs  on 
Abd.  Tumors,  New  Syd.  Soc,  p.  212.) 

A  woman,  set.  30,  was  admitted  into  Guy's  Hospital,  June  13, 1832. 
She  had  a  large  abdominal  tumor.  It  occupied  a  situation  which 
extended  over  nearly  half  the  abdomen,  not  very  different  from  that 
of  a  greatly  enlarged  spleen,  but  running  back  more  completely  into 
the  lumbar  region,  and  there  affording  a  tense,  somewhat  elastic 
feel.  It  appeared  to  be  perfectly  fixed ;  even  when  the  patient  was 
turned  completely  on  the  right  side,  it  did  not  shift  its  place.  It  felt 
as  if  fixed  to  the  ribs  themselves,  under  their  margins,  which  were 
obviously  protruded  a  little  by  its  bulk.     Towards  the  lower  parts, 
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and  particularly  below  the  crest  of  the  ilium,  and  descending  towards 
the  pelvis,  the  enlargement  felt  much  softer  and  less  tense.  Dr.  B. 
was  at  once  convinced  that  the  tumor  depended  on  a  diseased  kid- 
ney, and  it  seemed  likely  that  the  softness  of  the  lower  part  might 
arise  from  a  portion  of  the  intestine,  which  probably  was  the  colon 
passing  over  the  kidney. 

Three  years  before,  the  patient  had  suffered  for  many  months  from 
frequent  micturition,  with  pain  and  forcing — the  urine  being  occa- 
sionally tinged  with  blood.  Eighteen  months  after,  she  was  put  to 
bed  with  a  living  child,  and  about  six  weeks  subsequently,  she  first 
discovered  the  tumor.  Since  that,  however  (nine  months  before  her 
admission),  she  had  borne  another  living  child,  and  about  Christmas 
she  began  to  pass  considerable  quantities  of  what  she  considered 
"  matter"  with  the  urine. 

On  admission  she  was  feeble,  and  looking  hectic,  with  frequent 
calls  to  pass  urine,  and  pain  in  doing  so.  The  urine,  which  was 
acid,  contained  pus.  Some  days  the  quantity  of  pus  was  very  small; 
but  on  other  days  as  much  as  six  or  eight  ounces  of  pure  pus  were 
collected;  and  after  a  large  discharge,  the  tumor  was  often  decidedly 
reduced  for  a  day  or  two.  The  bowels  were  costive.  About  the 
13th  of  July,  chest  symptoms  set  in,  with  diarrhoea,  under  which 
she  sank. 

Autopsy. — The  tumor  proved  to  be  the  distended  left  kidney 
reaching  from  the  diaphragm  to  the  brim  of  the  pelvis.  The  de- 
scending colon,  contracted  like  a  thick  cord,  ran  longitudinally  on 
the  surface  of  the  tumor.  The  tumor  was  adherent  to  the  colon  and 
the  lumbar  parietes.  The  flattened  pancreas  lay  across  its  surface. 
in  its  anterior  and  inner  aspects.  The  ureter  was  thickened,  and 
resembled  an  artery,  but  its  canal  was  by  no  means  proportionably 
large.  It  was  traced  to  the  bladder,  where  its  orifice  formed  a  per- 
manent opening,  into  which  a  goose-quill  could  easily  have  been  in- 
serted, and  the  membrane  was  tuberculated.  The  bladder  was 
exceedingly  small;  the  uterus  natural.  The  tumor  contained  about 
a  pint  and  a  half  of  healthy,  well-formed  pus,  lodged  in  cells  com- 
municating with  the  pelvis  of  the  kidney,  and  apparently  formed  by 
the  distended  infundibula. 

The  right  kidney  was  healthy,  as  were  also  the  other  abdominal 
organs. 

Diagnosis. — (a)  Pyelitis  ivithout  tumor. — In  the  first  stage  of  the 
complaint,  the  presence  of  the  characteristic  epithelium  of  the 
pelvis  and  calices  in  the  urinary  deposit,  generally  suffices  to 
indicate  the  nature  of  the  disease.  "When  the  urine  has  become 
purulent,  these  may  still  be  found  mixed  with  the  pus  corpus- 
cles ;  but  in  more  advanced  cases  this  valuable  sign  is  no  longer 
available,  and  the  source  of  the  discharged  pus  must  be  traced 
by  other  indications.  These  indications  are  often  more  of  a 
negative  than  positive  character.  When  pus  is  discharged  with 
an  acid  urine,  and  signs  of  disease  of  the  bladder,  prostate,  and 
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urethra,  are  absent,  the  prima  facie  inference  is,  that  it  comes 
from  the  pelvis  of  the  kidney  :'  this  inference  is  strengthened 
almost  to  a  certainty,  if  tenderness  exist  in  either  loin,  or  if 
there  be  any  history  of  antecedent  nephritic  colic. 

It  is  much  easier  to  recognize  the  existence  of  pyelitis  when 
it  stands  alone  than  when  it  coexists  with,  and  is  perhaps  the 
consequence  of,  chronic  disease  of  the  lower  urinary  passages. 
Pyelitis  is  a  common  complication  of  old  standing  cases  of  cysti- 
tis, enlarged  prostate,  and  urethral  stricture.  In  the  absence  of 
tumor  in  the  flank  it  may  be  impossible,  in  such  cases,  to  arrive 
at  a  positive  certainty  as  to  the  coexistence  of  pyelitis.  Little 
help  can  be  obtained  from  the  character  of  the  urine,  because 
it  bears  the  stronger  impress  of  the  vesical,  prostatic,  or  urethral 
disorder :  but  a  careful  weighing  of  the  following  points  will 
generally  lead  to  a  correct  conclusion.  The  upper  urinary  pas- 
sages are  likely  to  be  involved  when  the  quantity  of  pus  is  very 
great — two  or  three  ounces  Or  more  per  day;  when,  with  a  large 
discharge  of  pus,  the  urine  is  only  feebly  ammoniacal ;  when  the 
loins  are  painful  on  pressure ;  and  the  febrile  movement  and 
the  decay  of  strength  seem  out  of  proportion  to  the  vesical  or 
urethral  mischief;  lastly,  when  the  latter  has  been  in  existence 
for  several  years. 

(6)  Pyelitis  with  tumor — pyonephrosis. — Cases  of  this  class  do 
not  usually  present  much  diagnostic  difficulty.  There  is  an 
elastic  fluctuating  enlargement  on  one  side  of  the  abdomen, 
occupying  the  situation  of  a  renal  tumor,  and  a  great  discharge 
of  pus  with  the  urine.  This  discharge  is  apt  to  vary  from  time 
to  time;  and  the  dimensions  of  the  tumor  are  observed  to  in- 
crease and  decrease  in  inverse  correspondence. 

When  the  outlet  from  the  sac  is  permanently  sealed  the  na- 
ture of  the  lumbar  tumor  is  much  more  obscure.  It  is  liable  to 
be  mistaken  for  hydronephrosis,  an  hydatid  cyst,  a  perinephritic 
abscess,  or  an  abscess  or  cyst  of  the  spleen,2  or  liver.  The  diag- 
nosis, in  such  a  case,  turns  first  on  the  existence  of  a  tumor 
presenting  the  physical  signs  of  a  renal  tumor  (see  Diagnosis 

1  For  the  diagnostic  signs  of  the  sources  of  pus  discharged  "with  the  urine,  see 
p.  108. 

2  Caffe  records  a  case  of  pyonephrosis  in  a  Portuguese  physician,  residing  in 
Paris,  which  was  mistaken  for  a  cyst  of  the  spleen.  No  pus  had  ever  appeared 
in  the  urine ;  indeed,  there  were  no  urinary  symptoms  at  any  time.  Nelaton 
punctured  the  supposed  cyst  and  withdrew  4J  litres  of  pus.  The  patient  sur- 
vived 55  days.     (G-az.  des  Hop.,  1855.) 
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of  Cancer  of  the  Kidney)  ;  secondly,  on  the  evidence  of  fluid- 
ity of  its  contents ;  and  thirdly,  on  the  signs  that  that  fluid  is 
purulent  (recurrent  rigors  and  hectic). 

Prognosis. — The  prospects  of  a  patient  suffering  from  pyelitis 
differ  greatly  according  as  one  or  both  sides  are  affected,  and 
according  to  the  nature  of  the  exciting  cause. 

Double  pyelitis  arrived  at  the  purulent  stage  is  a  disorder  of 
very  grave  consequence,  whatever  may  have  been  its  mode  of 
origin,  and  usually  proves  fatal  in  the  end.  "When  the  disease 
is  confined  to  one  side,  the  issue  may  be  favorable,  either  with 
or  without  destruction  of  the  kidney.  Cases  of  this  last  class 
are  not  infrequent :  numerous  examples  have  been  recorded,  m 
which  one  kidney  has  been  found,  after  death  from  some  other 
cause,  bearing  the  marks  of  previous  sacculation  and  suppura- 
tion. Sometimes  nothing  is  found  in  the  situation  of  the  kid- 
ney beyond  the  capsule  of  the  gland  tightly  embracing  a  uri- 
nary calculus ;  in  others,  an  empty  cellular  sac ;  in  others,  a 
sacculated  pouch  completely  tilled  with  concrete  pus.  An  ex- 
ample is  reported  by  Kussmaul1  in  which  pyonephrosis  was 
encountered  (post-mortem)  apparently  in  an  early  stage  of  obso- 
lescence. The  patient  died  of  constitutional  syphilis,  with  lar- 
daceous  liver  and  spleen,  and  B right's  degeneration  of  the  left 
kidney.  The  right  kidney  was  converted  into  a  soft,  thick- 
walled  tumor,  as  large  as  a  child's  head,  situated  in  the  right 
hypochondrium.  It  was  filled  with  thick,  inodorous  pus ;  the 
renal  tissue  had  totally  disappeared.  The  sac  had  contracted 
adhesions  to  all  the  surrounding  parts.  The  ureter  was  adhe- 
rent to  the  wall  of  the  sac,  so  that  the  escape  of  the  pus  was 
prevented.  A  probe,  however,  could  be  passed  along  into  the 
dilated  pelvis.  The  disease  was  evidently  of  old  date ;  no  symp- 
toms (beyond  the  physical  signs  of  tumor)  referable  to  it  were 
observed  during  life ;  and  the  cause  of  its  production  could  not 
be  clearly  made  out  after  death. 

The  gravity  of  pyelitis  has  a  close  connection  with  the  nature 
of  its  original  cause.  Cancerous  and  tuberculous  pyelitis  inva- 
riably prove  fatal;  the  prognosis  is  almost  equally  hopeless 
when  the  disease  is  secondary  to  enlarged  prostate,  intractable 
disease  of  the  bladder,  or  urethra.     The  prospect  is  more  favor- 

1  Wiirzb.  Med.  Zeitschr.,  1863,  p.  43. 
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able,  though  still  exceedingly  grave,  in  cases  which  follow  preg- 
nancy, or  depend  upon  renal  gravel,  calculus,  or  hydatids. 

When  pyelitis  is  secondary  to  some  acute  disease  (zymotic 
fevers,  &c.)  it  is  of  very  slight  consequence,  and  speedily  passes 
away  with  the  subsidence  of  the  primary  disorder. 

Rupture  of  the  sac  into  the  thoracic  or  peritoneal  cavities  is 
speedily  fatal.  Rupture  into  the  intestine  generally,  if  not 
always,  proves  ultimately  fatal ;  but  the  sac  may  open  through 
the  loin  with  a  favorable  issue ;  though  this  is  exceptional. 

Treatment. — The  chief  general  indications  in  the  management 
of  cases  of  pyelitis  are :  to  remove  the  exciting  cause,  and, 
secondly,  to  arrest  or  control  the  purulent  discharge. 

When  pyelitis  is  secondary  to  B right's  disease,  diabetes, 
scurvy,  purpura,  diphtheria,  typhus  or  other  zymotic  fever,  the 
gravity  of  the  primary  disease  so  overshadows  the  secondary 
affection  that  the  latter  rarely  demands  separate  attention.  It 
is  only  in  the  rare  hemorrhagic  examples  when  the  loss  of 
blood  by  the  urine  becomes  threatening  that  the  internal  ad- 
ministration of  astringents  and  styptics  becomes  necessary. 

The  particular  treatment  applicable  to  the  different  species 
of  pyelitis  will  be  found  described  under  the  several  headings 
of  Concretions  in  the  Kidney,  Parasites,  Tubercle,  Can- 
cer, &c. 

The  following  observations  will  find  their  application  in  those 
cases,  both  acute  and  chronic,  in  which  the  inflammation  of  the 
pelvis  and  infundibula  is  a  leading  feature  of  the  complaint  and 
the  source  of  the  more  important  symptoms. 

If  the  attack  be  acute,  and  accompanied  with  pain  in  the 
renal  region,  frequent  and  painful  micturition,  bloody  urine, 
and  fever,  the  loins  should  be  cupped  to  eight  or  twelve  ounces; 
the  cupping  should  be  followed  up  with  warm  baths  and  hot 
poultices  to  the  loins.  Warm  diluents  should  be  freely  admin- 
istered. Opium  and  other  anodynes  are  sometimes  demanded 
on  account  of  the  intensity  of  the  suffering  and  evidence  of 
spasm  of  the  ureter. 

In  chronic  cases,  when  the  secretion  of  pus  is  profuse,  the 
efforts  of  the  practitioner  must  be  directed  to  lessen  the  dis- 
charge, and  to  bring  the  renal  tumor,  if  there  be  any,  to  a  state 
of  contraction  or  of  obsolescence,  and  throughout  to  keep  up 
the  general  health  to  the  highest  possible  standard. 
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Among  the  remedies  which  are  available  to  check  the  dis- 
charge of  pus  are,  the  mineral  acids,  alum,  vegetable  astrin- 
gents, balsamic  and  terebinthine  substances.  These  last  are- 
only  applicable  when  the  disease  is  thoroughly  chronic,  and  a 
stimulant  to  the  mucous  membrane  is  required. 

The  metallic  astringents  have  also  been  occasionally  employed 
with  success,  when  other  means  have  failed.  Mosler  relates  the 
following  instance  of  the  good  effects  of  acetate  of  lead,  in  a 
case  of  uncomplicated  pyelitis  arising  (presumably)  from  cold  : 

David  G-.,  set.  19,  cutler,  came  under  treatment  in  August,  1861. 
In  the  spring  of  the  year  he  had  been  working  in  a  very  cold  place, 
and  his  illness  commenced  with  a  smarting  pain  in  passing  water. 
This  was  followed  by  the  appearance  of  pus  in  the  urine.  When  the 
case  came  under  observation,  it  was  quite  uncomplicated;  the  only 
complaint  was  smarting  in  making  water,  and  a  desire  to  void  it 
about  every  hour.  Compression  of  the  urethra  caused  no  pus  to 
appear  at  the  orifice;  the  pus  was  thoroughly  mixed  with  the  urine, 
giving  the  latter  a  turbid  appearance.  After  standing,  a  layer  of 
pus  subsided  to  the  bottom  of  the  vessel,  about  half  an  inch  thick. 
The  microscope  brought  to  view  pus  corpuscles  and  varied  forms  of 
epithelial  cells,  some  of  which  were  fatty.  The  albumen  was  no 
more  than  corresponded  to  the  amount  of  pus.  The  reaction  was 
acid,  and  continued  so  throughout.  At  first  vegetable  astringents  in 
large  doses  (10  grains  of  tannic  acid  thrice  daily)  were  employed; 
then  balsamic  remedies  in  the  form  of  Griffith's  mixture,  &c. ;  then 
alkalies  (sod.  bicarb.  3iij,  daily).  The  quantity  of  pus  remained 
stationary,  in  spite  of  all  these  remedies;  but  the  smarting  in  passing- 
water  had  mostly  ceased. 

In  the  beginning  of  October,  the  patient  complained  for  the  first 
time  of  pain  in  the  right  lumbar  region.  At  that  time  there  were 
blood  corpuscles  in  the  urine,  as  well  as  pus  and  epithelium.  The 
pus  had  increased.  The  alkalies  were  now  combined  with  the  use  of 
warm  baths ;  the  blood  soon  disappeared,  and  the  pains  ceased,  but 
the  pus  continued  undiminished. 

On  the  1st  of  January,  1862,  the  use  of  acetate  of  lead  was  com- 
menced, in  doses  of  three  grains  three  times  a  day.  At  the  end  of 
eight  daj^s  the  dose  was  increased  to  four  grains  three  times  a  day. 
The  effect  of  the  treatment  on  the  amount  of  pus  was  marked ;  on 
the  tenth  day  the  quantity  was  visibly  diminished,  and  shortly  after- 
wards it  disappeared  altogether.  Some  months  later  the  patient  pre- 
sented himself  again ;  the  urine  was  found  quite  free  from  pus,  and  the 
general  health  blooming.  These  large  doses  produced  colicky  symp- 
toms towards  the  end  of  the  second  week;  and  there  was  at  the 
same  time  a  decided,  though  not  great,  diminution  in  the  daily  quan- 
tity of  urine. 

The  tincture  of  the  sesquichloride  of  iron  has  sometimes 
proved  of  signal  service,  as  in  the  following  example : 
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B.  II.,  a  woman  set.  51,  was  admitted  under  my  care  into  the  Eoyal 
Infirmary,  in  December,  1862,  in  a  state  of  extreme  weakness  and 
emaciation.  On  examining  the  urine  it  was  found  acid,  with  pus 
mixed  with  some  blood.  Micturition  was  frequent  with  smarting 
pain.  Careful  and  repeated  exploration  of  the  bladder  failed  to  de- 
tect a  stone.  The  right  kidney  was  painful  on  pressure,  and  the 
anamnesis  disclosed  obscure  history  of  renal  calculus.  There  was 
no  fulness  in  the  loin.  The  daily  quantity  of  pus  was  estimated  at 
three  ounces.  The  deposit  in  the  urine  contained  no  cellular  ele- 
ments except  pus  and  blood. 

She  was  first  put  on  a  mild  alkaline  treatment,  with  generous  diet, 
and  six  ounces  of  wine.  No  improvement  followed ;  she  continued 
to  lose  ground,  and  was  unable  to  leave  her  bed;  the  tongue  be- 
came dry  at  times,  and  symptoms  of  severe  hectic  showed  them- 
selves. The  alkalies  were  then  discontinued;  and  30  drops  of  tinc- 
ture of  steel  in  a  wineglass  of  water,  administered  three  times  a 
day;  the  wine  was  increased  to  10  oz.  This  treatment  was  continued 
for  many  weeks,  and  gradual  amendment  set  in.  Blood  disappeared 
wholly  from  the  urine,  and  the  discharge  of  pus  was  reduced  to  less 
than  half  an  ounce.  The  general  health  improved  proportionally; 
and  in  March,  1863,  the  patient  was  able  to  leave  the  hospital  in  a 
fair  way  of  recovery.  She  afterwards  presented  herself  among  my 
out-patients  from  time  to  time  for  some  months,  and  steadily  gained 
strength.  At  length  she  went  to  her  work  (weaving),  and  I  heard 
nothing  more  of  her  until  April,  1864.  All  her  symptoms  had  re- 
turned in  great  severity  some  weeks  before.  She  declined  to  comply 
with  my  recommendation  to  enter  the  Infirmary,  and,  four  weeks 
after,  I  heard  of  her  death. 

Among  the  general  means  designed  to  keep  up  the  vigor  of 
the  system,  the  most  important  are  cod-liver  oil,  quinine,  nour- 
ishing diet,  and,  above  all,  change  of  air.  Sea-side  localities 
are  preferable,  and  even  sea-bathing  may  be  recommended,  if 
the  patient's  strength  permit. 

When  renal  tumor  exists,  it  is  not,  as  a  rule,  advisable  to  take 
any  steps  with  a  view  to  procure  evacuation  of  the  sac  through 
the  integuments,  unless  there  be  decided  indications  of  pointing. 
It  must  be  remembered  that  there  is  always  a  chance  (supposing 
the  disease  to  be  confined  to  one  side)  that,  with  rest  and  pa- 
tience, the  pus  may  become  inspissated,  and  the  abscess  pass 
into  a  permanently  obsolescent  state ;  or  that  gradual  emptying 
of  the  sac  may  take  place  with  final  atrophy  of  the  renal  tissue. 
The  advantages  of  an  expectant  treatment  are  strikingly  illus- 
trated in  the  following  case,  recorded  by  Henninger : 

The  patient  received  a  blow  on  the  left  lumbo-renal  region  in  1848. 
Obscure,  persistent,  renal  pains  followed  the  accident.     Three  years 
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after,  the  patient  had  nephritic  colic  on  the  left  side,  which  recurred 
in  periodical  paroxysms,  resembling  ague.  In  1852,  the  attacks  re- 
curred about  every  three  days;  they  were  followed  by  the  discharge 
of  a  highly  purulent  urine.  Mixed  with  the  pus  were  found  epithe- 
lial cells  and  crystalline  deposits.  A  tense  elastic  tumor  was  dis- 
covered in  the  left  hypochondrium,  extending  as  far  as  the  vertebral 
column.  After  a  paroxysm,  and  discharge  of  pus  with  the  urine,  this 
tumor  was  only  doubtfully  perceptible,  but  in  exploring  along  the 
course  of  the  ureter,  a  body  as  large  as  a  nutmeg  was  discovered  in 
the  iliac  fossa,  in  the  track  of  the  ureter.  The  nature  of  the  case 
was  now  clearly  made  out  to  be  calculous  pyelitis  with  tumor.  The 
advice  of  M.  Schutzenberger  was  to  establish  a  fistulous  opening  in 
the  renal  region  with  a  view  to  provide  a  safe  outlet  for  the  pus,  and 
thus  relieve  the  neuralgic  paroxysms.  On  consulting  with  Prof. 
Sedillot  it  was  agreed  to  wait  the  progress  of  events,  in  the  hope 
that  the  renal  tissue  would  be  gradually  absorbed,  and  the  kidney 
reduced  to  a  membranous  pouch,  which,  on  the  cessation  of  the 
secretion  of  urine,  might  eventually  contract.  These  hopes  were  real- 
ized. A  merely  palliative  treatment  was  adopted;  and  six  months 
afterwards  the  patient  saw  an  end  to  his  sufferings ;  he  has  continued 
since  in  uninterrupted  health.1 

There  are  cases,  indeed,  in  which  the  distension  of  the  sac 
becomes  so  great,  that  the  peril  of  rupture  into  the  peritoneum, 
exceeds  the  risk  of  making  an  opening  through  the  integu- 
ments. In  such  a  contingency,  the  same  rules  apply  as  for  the 
puncture  of  serous  cysts  of  the  kidney  (see  Hydronephrosis — 
treatment)  ;  the  opening  should  be  made  in  the  lumbar  region, 
where  the  sac  bulges  most,  and  where  danger  of  wounding  the 
peritoneum  is  least. 

1  Henninger,  Thlse  de  Strasbourg,  1862. 
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Close  examination  of  sections  of  the  kidney  sometimes  re- 
veals the  existence  of  numerous  yellowish  or  brownish  striae, 
running  from  the  papillae  toward  the  base  of  the  pyramids. 
These  are  due  to  the  precipitation  of  amorphous  urates,  within 
the  straight  canals.  This  is  generally  only  a  post-mortem  phe- 
nomenon :  the  cooling  of  the  body  after  death  diminishes  the 
solubility  of  the  urates,  and  causes  them  to  be  precipitated  in 
the  uriniferous  tubes. 

In  infants  dying  within  forty-eight  hours  of  their  birth,  such 
striae  are  almost  invariably  found  (Virchow);  they  have  also 
been  found  in  still-born  infants,  which  have  never  respired 
(Hoogeweg  and  Martin). 

A  similar  precipitation  may,  however,  occur  during  life,  and 
constitute  the  first  link  in  a  chain  of  consequences  which  leads, 
eventually,  to  the  production  of  urinary  gravel  and  stone.  Uric 
acid  and  oxalate  of  lime  may  also  be  deposited  in  the  same 
manner,  and  furnish  the  nuclei  of  future  calculi.  Such  concre- 
tions may  be  permanently  impacted  in  the  uriniferous  ducts, 
and  render  these  impervious,  and  themselves  cease  to  grow;  or 
they  lodge  in  diverticula  or  pouches  connected  with  the  ducts, 
and  increase  in  size  amid  the  renal  tissue ;  or,  lastly,  and  most 
frequently,  they  are  rolled  down  along  the  ducts  by  the  stream 
of  urine,  and  deposited  in  the  infundibula  and  pelvis  of  the 
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kidney;  and  even  many  thousands  of  minute  calculi,  formed  in 
this  manner, maybe  encountered  after  death,  in  these  situations 
(see  case  of  J.  R.,  p.  333).  Agglomerations  of  larger  size  may 
begin  in  the  same  way,  or  the  precipitation  may  first  occur  in 
the  infundibula  and  pelvis. 

In  number,  size,  and  shape,  renal  concretions  present  the 
greatest  diversities.  A  kidney  may  contain  only  one  concre- 
tion, three  or  four,  or  several  hundreds.  In  size  they  vary  from 
a  pin's  head,  or  a  hemp-seed,  to  a  horse-bean ;  and  if  a  concretion 
become  permanently  lodged  in  the  pelvis  or  its  appendages,  it 
may  go  on  increasing  to  a  weight  of  several  drachms  or  ounces. 
Such  a  calculus  is  usually  moulded  to  the  divisions  of  the 
pelvis,  and  assumes  various  grotesque,  branched,  or  arboraceous 
forms. 

The  anatomical  changes  produced  by  renal  concretions  are, 
congestion  of  the  kidneys,  abscesses,  pyelitis,  pyonephrosis,  and 
hydronephrosis.  These  are  considered  under  their  respective 
headings. 

Symjrtoms. — The  existence  of  concretions  in  the  kidney  is 
usually  indicated  by  an  aching  pain  in  the  loins,  occasionally 
rising  into  violent  paroxysms  (nephritic  colic).  This  pain  is 
characterized  by  its  tendency  to  shoot  along  the  course  of  the 
ureters  down  to  the  testicles  and  the  inside  of  the  thigh;  it  is 
also  commonly  attended  with  a  sense  of  faintness,  nausea,  or 
even  vomiting.  The  urine,  in  these  cases,  is  voided  with  undue 
frequency,  often  with  pain  at  the  end  of  the  penis,  and  it  is 
apt  to  contain  blood,  pus,  and  epithelium  from  the  pelvis  of  the 
kidney. 

The  colicky  paroxysms  are  determined  by  dislodgment  of 
the  Concretion  from  one  of  the  infundibula  into  the  cavity  of 
the  pelvis,  or  from  one  part  of  the  pelvis  to  another;  but  the 
most  severe  attacks  are  caused  by  the  impaction  of  it  in  the 
ureter. 

The  descent  of  a  calculus  along  the  ureter  into  the  bladder 
is  productive  of  very  distinctive  symptoms.  The  patient  is 
suddenly  seized  with  intense  pain  in  the  region  of  the  affected 
kidney,  accompanied  with  a  sense  of  deadly  faintness,  cramp 
and  sickness.  The  pain  radiates  in  various  directions,  but 
chiefly  along  the  ureter  to  the  bladder,  scrotum,  end  of  the 
penis  and  the  inside  of  the  thigh.     The  testicle  is  retracted; 
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there  is  incessant  desire  to  make  water,  but  the  flow  of  urine  is 
either  partially  or  wholly  suppressed.  In  the  former  case,  the 
urine  is  high  colored,  often  mixed  with  blood,  and  voided  in 
drops  with  burning  pain.  Violent  and  frequent  vomiting  follows ; 
the  skin  is  covered  with  a  cold  sweat ;  there  is  constant  restless- 
ness ;  the  patient  tosses  from  side  to  side,  and  assumes  in  succes- 
sion a  score  of  different  positions  iu  the  hope  of  relief.  If  the 
symptoms  are  not  speedily  relieved,  a  febrile  movement  is  pro- 
duced, which,  sometimes,  attains  a  high  degree,  with  hot  skin, 
quick  pulse  and  incessant  thirst. 

After  these  symptoms  have  continued  a  certain  time — it  may 
be  hours,  it  may  be  days — relief  comes,  often  quite  suddenly. 
The  patient  feels  something  drop  into  the  bladder,  and,  all  at 
once,  his  agony  is  past.  Sometimes,  however,  the  concretion 
fails  to  clear  the  ureter,  and  becomes  impacted  in  some  part  of 
its  course.  In  this  case,  the  subsidence  of  the  symptoms  is 
more  gradual,  and  less  complete.  In  other,  fortunately  still 
rarer,  instances  the  opposite  ureter  has  already  been  rendered 
impervious  by  the  impaction  of  a  calculus  on  some  previous 
occasion,  and  the  blocking  up  of  the  hitherto  open  channel  is 
followed  by  total  anuria,  which  leads  to  a  rapidly  fatal  issue, 
with  or  without  ursemic  symptoms. 

Renal  calculi  are  sometimes  wholly  latent.  They  may  even 
attain  a  large  size,  and  destroy  extensive  portions  of  the  gland, 
without  betraying  their  presence  by  a  single  symptom.  Or, 
again,  renal  symptoms  may  exist  for  a  longer  or  shorter  period 
and  then  wholly  and  finally  cease.  This  latter  event  may  occur 
under  two  circumstances :  either  the  concretion  completely  oc- 
cludes the  ureter,  and  determines  gradual  atrophy  of  the  kidney, 
or  it  becomes  encysted  in  a  lateral  pouch  or  diverticulum,  and 
ceases  to  impede  the  flow  of  urine  and  to  irritate  the  mucous 
membrane. 

The  diagnosis  of  a  calculus,  or  calculi,  in  the  kidney  or  pelvis 
(except  in  latent  cases)  is  not  generally  attended  with  much 
difficulty.  The  locality,  distribution  and  paroxysmal  recurrence 
of  the  pains,  with  the  pyelitic  characters  of  the  urine,  are 
usually  sufficient  to  indicate  the  cause  of  suffering.  Neuralgia 
of  the  lower  intercostal  and  abdominal  nerves  sometimes  pre- 
sents great  severity,  and  a  paroxysmal  character.  It  is  dis- 
tinguished from  renal  colic  by  the  absence  of  blood,  pus,  and 
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transitional  epithelium  in  the  urine.  More  difficult  to  dis- 
tinguish are  those  cases  in  which  nephritic  colic  is  produced  by 
the  impaction  of  blood-clots  or  hydatids  in  the  ureter;  ind>;  .. 
absolute  certainty  cannot  often  be  obtained  in  these  cases  until 
the  appearance  of  gravel,  hydatids  or  clots  in  the  urine  sets  the 
question  at  rest.  The  antecedents  of  the  patient  sorneth.  - 
throw  an  important  light  on  the  diagnosis,  and  a  knowledge  of 
the  nature  of  a  foregoing  attack  will  furnish  a  key  to  an  existing 
one. 

In  the  absence  of  colicky  paroxysms — where  the  symptoms 
consist  only  of  obscure  lumbar  pains  and  slight  disturbances  of 
micturition,  careful  and  repeated  examination  of  the  urinary  de- 
posit becomes  the  principal  means  of  arriving  at  a  precise  diag- 
nosis. If  the  symptoms  be  due  to  calculus,  the  deposit  will,  in 
all  probability,  contain  scattered  blood-disks  and  spindle-shaped, 
tailed  and  irregular  epithelial  cells  from  the  upper  urinary  pas- 
sages. These  may  be  accompanied  with  pus  corpuscles,  and 
minute  agglomerations  of  uric  acid,  dumb-bells  of  oxalate  of 
lime,  or  some  other  form  of  calculous  deposit.  These  unnatural 
conditions  of  the  urine  are  intensified  by  violent  exercise,  and 
diminished  or  altogether  suppressed  when  the  patient  maintains 
a  state  of  rest. 

The  treatment  of  renal  concretions  must  be  modified  according 
to  the  existing  symptoms  and  the  anatomical  changes  which  may 
be  inferred  to  have  taken  place  in  the  kidneys. 

During  the  paroxysms  of  renal  colic,  the  remedies  indicated 
are  warm  baths,  emollient  enemata.  cupping  the  loins,  and,  in 
highly  sthenic  cases,  venesection.  The  dolorous  spasm  of  the 
ureter  must  be  combated  by  free  administration  of  opium.  This 
drug  is  freely  tolerated  in  cases  of  this  class,  and  full  doa  » 
should  be  repeated  until  the  system  is  plainly  brought  under  its 
influence.  T\  nen  the  irritability  of  the  stomach  is  such  as  to 
prevent  the  absorption  of  the  drug,  it  should  be  introduced  per 
rectum  or  by  subcutaneous  injection.  Belladonna  may  be  sub- 
stituted where  opium  disagrees.  The  secretion  of  the  urine 
should  be  encouraged  by  warm  demulcent  drinks:  hot  poultices 
should  be  applied  to  the  loins  or  abdomen,  as  the  local  symp- 
toms indicate. 

Change  in  the  position  of  the  patient  sometimes  suffices  to 
dislodge  a  calculus  which  lies  upon,  but  has  not  become  fully 
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engaged  in,  the  orifice  of  the  ureter.  Manipulation  of  the  ab- 
domen in  the  course  of  the  ureters  may  also  facilitate  the  de- 
scent of  the  concretion.  Dr.  Simpson  witnessed  relief  follow 
complete  inversion  of  the  body.1 

In  the  intervals  of  the  nephritic  attacks,  or  when  none  exist, 
the  treatment  must  be  conducted  either  with  a  view  to  dissolve 
the  concretion  (see  Solvent  Treatment  of  Urinary  Calculi), 
or  according  to  the  rules  laid  down  for  the  management  of  chro- 
nic pyelitis.  When  abscesses  form,  or  pyo-  or  hydro-nephrosis 
is  established,  the  modes  of  treatment  described  under  these 
headings  must  be  followed  out. 

Incising  the  kidney  through  the  loins,  and  extracting  the 
offending  calculi  through  the  wound  (nephrotomy),  is  a  method 
of  treatment  as  old  as  the  time  of  Hippocrates.  It  is,  however, 
not  recommended  by  modern  surgeons,  except  when  suppura- 
tion has  taken  place,  and  the  abscess  is  manifestly  pointing  in 
the  loins.  When  such  an  abscess  is  opened,  exploration  should 
be  made  with  a  probe,  and  if  concretions  are  detected  thereby, 
cautious  endeavors  may  be  made  to  remove  them  by  suitable 
instruments.  (Hevin  and  Velpeau — Oldfield,  Th&se  de  Paris, 
1863.) 

1  Edin.  Med.  Journ.  1858-9,  p.  76. 


CHAPTER   VIII. 

HYDRONEPHROSIS. 


Glass— Phil.  Trans.  1747. 

Johnson — Monthly  Med.  Chir.  Journ.  1816  (July). 
Konig — Krankheiten  der  Nieren.     Leipzig,  1826,  p.  152. 
Rayer — Maladies  des  Reins,  torn,  iii,  p.  476. 
Lee — Med.  Chir.  Trans,  xix,  238. 
Hare— Med.  Times  and  Gaz.  1857,  i,  29. 
Ktjssmattl — Wiirzb.  Med.  Zeit.  Bd.  iv,  Heft.  I. 
Stadfeldt — (Etiology  of)  Monatsschr.  f.  Geburtsk.  1862,  p.  69. 
Farre — Lancet,  1861,  ii,  472. 
Rosenstein — N  ieren-Krankheiten,  350. 
Dumreicher — Weiner  Med.  Halle,  March  27,  1864. 
Strange — Beale's  Archives,  vol.  iii. 

See  also,  Path.  Soc.  Trans.,  vii,  262,  263,  265;  ix,  318;  xiii,  128,  137,  147,  151 
xiv,  195. 


When  any  impediment  exists  to  the  flow  of  urine  from  the 
kidneys  the  secretion  accumulates  behind  the  obstruction  and 
distends  the  parts  above.  The  first  effects  of  the  pressure  of  the 
accumulated  urine  are  felt  in  the  hither  portions  of  the  ureter 
and  the  pelvis  of  the  kidney ;  these  parts  become  dilated.  Then 
the  renal  substance  is  compressed,  and  becomes  partially  or 
wholly  atrophied  and  absorbed :  so  that,  the  organ  is  at  length 
hollowed  out  into  a  pouch  or  bag,  consisting  of  the  fibrous  cap- 
sule of  the  kidney.  When  these  changes  are  associated  with 
suppuration  of  the  lining  membrane  the  condition  termed  pyo- 
nephrosis (already  described)  is  produced.  But  in  a  consider- 
able number  of  instances  the  obstruction  is  unaccompanied  with 
purulent  formation;  the  distension  proceeds  painlessly  and  gradu- 
ally. This  is  the  case  when  the  impediment  arises  from  some 
congenital  malformation ;  also  when  it  is  incomplete,  or  is  es- 
tablished by  degrees.     To  this  condition  the  names  of  "  dropsy 
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of  the  kidney  "  and  "  hydrorenal  distension  "  have  been  applied ; 
but  both  designations  have  given  place  to  the  term  hydrone- 
phrosis, introduced  by  Rayer,  and  now  generally  adopted. 

Morbid  Anatomy. — Some  years  ago  I  exhibited  to  the  Man- 
chester Medical  Society  a  typical  example  of  what  may  be  called 
a  fully  developed  hydronephrosis.  It  consisted  of  a  large  mem- 
branous bag,  13  inches  long  by  8  inches  broad.  It  represented 
the  right  kidney  of  a  woman,  who,  during  life,  was  supposed  to 
be  the  subject  of  ovarian  dropsy.  She  had  been  twice  tapped 
under  that  impression,  and  died  of  peritonitis  after  the  second 
operation.  It  proved,  after  death,  to  be  the  right  kidney  and 
pelvis  monstrously  dilated.  When  filled  with  fluid  the  cyst  had 
a  lobed  or  sacculated  exterior,  like  an  enormous  colon.  The 
ureter  was  incorporated  with  the  posterior  wall  of  the  cyst ;  and 
opened  obliquely  into  the  dilated  pelvis,  with  a  valvular  arrange- 
ment resembling  that  at  the  entrance  of  the  ureter  into  the  blad- 
der. The  channel  was  pervious  to  a  probe  ;  but  the  valve-like 
deformity  of  its  orifice  (evidently  congenital)  prevented  the  free 
escape  of  urine. 

Pig.  47. 


Diagram  of  a  fully-developed  hydronephrosis. 


On  cutting  open  the  cavity  a  complete  fibrous  skeleton  of  the 
kidney  was  disclosed  (see  diagram,  Fig.  47).  The  pelvis  was 
dilated  to  the  size  of  a  large  cocoa-nut,  and  formed  a  sort  of 
atrium,  in  the  interior  of  which  seven  smooth  rounded  openings 
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were  situated,  large  enough  to  admit  the  little  finger.  Each  of 
these  openings  led  into  a  rudely  pyramidal  chamber,  the  bulging 
base  of  which  corresponded  to  one  of  the  external  lobulations* 
These  chambers  were  separated  from  each  other  by  strong 
membranous  septa;  but  they  communicated  freely  with  each 
other  through  the  openings  into  the  enlarged  pelvis.  Not  a  par- 
ticle of  kidney-substance  existed  in  any  part;  but  three  flattened 
fibro-cartilaginous  nodules  were  found  imbedded  in  the  outer 
wall  of  the  sac.  The  fibrous  membrane  which  composed  the 
pouch  and  septa  was  exceedingly  tough  and  strong,  much  re- 
sembling the  dura  mater.  The  outer  membrane  evidently  con- 
sisted of  the  thickened  and  hypertrophied  tunica  propria,  and 
was  continuous  with  the  fibrous  structure  of  the  dilated  pelvis. 
The  septa  corresponded  to  some  of  the  embryonal  divisions  of 
the  kidney ;  and  the  circular  openings  represented  the  chief  di- 
visions of  the  pelvis. 

From  this  type  there  are  many  variations.  The  sac  may  not 
be  nearly  so  large:  it  may  not  exceed  the  dimensions  of  the 
healthy  organ :  it  may  be  even  smaller.  The  chambers  vary 
much  in  depth,  and  in  number:  there  maybe  only  two  or  three; 
or  the  whole  sac  may  consist  of  only  a  single  cavity.  The  cyst 
maybe  composed  in  varying  proportions  of  expanded  pelvis  and 
dilated  kidney;  sometimes  the  expansion  is  almost  confined  to 
the  former,  which  is  transformed  into  a  globular  swelling  occu- 
pying the  hilus  of  the  kidney.  The  absorption  of  the  secreting 
tissue  is  not  usually  complete.  The  stagnating  urine  exerts  its 
pressure  in  the  first  instance  upon  the  papillse,  which  become 
flattened,  and,  as  it  were,  effaced;  then  the  bodies  of  the  pyra- 
mids are  compressed  and  gradually  atrophied;  lastly  the  cortex 
is  encroached  on,  more  and  more,  until  it  is  reduced  to  mere 
islets  of  reddish  tissue  on  the  membranous  parietes;  and  at 
length,  if  life  be  sufficiently  prolonged,  these  disappear,  and  not 
a  vestige  of  the  glandular  tissue  remains. 

When  only  one  kidney  is  involved,  a  compensating  hypertro- 
phy of  the  opposite  organ  takes  place,  and  the  urinary  function 
goes  forward  unhindered  so  long  as  the  latter  continues  sound, 
and  its  channels  of  excretion  free.  There  is  nothing  astonishing 
in  this ;  but  it  is  very  unexpected  to  find  that  destruction  of  the 
secreting  tissue  may  proceed  to  an  extreme  degree  in  both  kid- 
neys without  evoking  marked  symptoms  of  deranged  urine-se- 
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cretion.  A  person  may  apparently  exist  for  a  time  with  the  two 
kidneys  wholly  reduced  to  membranous  sacs  devoid  of  any  tubu- 
lar structure.  In  Dr.  Strange's  case,  already  cited  (p.  160),  in 
which  profuse  diuresis  had  existed  from  infancy,  not  a  particle 
of  renal  substance  could  be  detected  in  the  renal  sacs  after 
death,  though  life  had  been  protracted  to  the  age  of  eighteen 
years.  Another  equally  remarkable  case  is  related  by  Faber.1 
The  subject  of  it  was  a  little  boy,  who  had  been  ventricose  from 
birth,  and  in  weak  health.  The  urine  generally  presented 
nothing  abnormal;  but  on  two  or  three  occasions  he  suffered 
from  severe  paroxysms  of  strangury,  with  symptoms  resembling 
those  of  stone  in  the  bladder.  Notwithstanding  these  draw- 
backs the  boy  was  in  better  health  in  the  last  year  of  his  life 
than  he  had  been  for  the  previous  four  years,  and  was  able  to  go 
about.  When  he  had  reached  the  age  of  5|  years,  he  fell  from 
a  chair  and  died  suddenly  in  consequence.  The  autopsy  re- 
vealed the  following  state  of  the  urinary  organs.  Both  kidneys 
were  converted  into  large  pouches  or  sacs,  containing  no  trace 
of  kidney-substance.  The  renal  pelves  were  likewise  greatly 
distended,  and  the  ureters  so  completely  resembled  the  small 
intestine  that  the  dissector  held  them  several  times  in  his  hand 
in  the  belief  that  they  were  a  coil  of  intestine.  The  bladder 
contained  a  little  turbid  urine;  its  walls  were  greatly  thickened. 
There  was  no  disease  of  the  prostate,  neck  of  bladder,  nor 
urethra.  The  entrance  from  the  bladder  into  the  dilated  ure- 
ters was  sufficiently  open. 

In  these  and  similar  cases  the  atrophy  of  the  secreting  tissue 
had  doubtless  been  going  on  slowly  and  progressively  from  the 
time  of  birth.  It  cannot  be  assumed  that  complete  sacculation 
of  the  kidneys  and  total  absence  of  renal  tissue  existed  from 
birth;  for,  as  was  pointed  out  by  Rayer,  infants  with  conge- 
nital double  hydronephrosis  are  not  viable.  Life  is  probably 
eked  out  in  such  cases  by  the  vicarious  activity  of  the  skin  and 
bowels,  which  undertake  some  portion  of  the  depurative  func- 
tions properly  belonging  to  the  kidneys.  Death  commonly 
takes  place,  in  cases  of  this  class,  quite  suddenly — sometimes 
with  violent  ursemic  phenomena. 

Of  37  cases  collected  by  me,  the  hydronephrosis  was  confined 

1  Wiirt.  Correspondenz-Blatt.,  Ed.  xii,  26G. 
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to  one  kidney  in  26  instances,  and  affected  both  (double  hy- 
dronephrosis) in  11  cases.  When  the  hydronephrosis  was  single 
the  right  side  was  more  frequently  affected  than  the  left  (1-6 
right,  and  10  left). 

Hydronephrosis  sometimes  attains  enormous  dimensions,  and 
tills  the  abdomen  with  a  soft  fluctuating  intumescence,  reaching 
from  the  borders  of  the  ribs  to  the  pubes.  Rayer  cites  an  in- 
stance in  which  sixty  pounds  of  fluid  were  withdrawn  from  the 
sac.  But  the  most  extraordinary  example  which  I  have  dis- 
covered is  the  following,  related  by  Mr.  Samuel  Glass,  in  the 
Philosophical  Transactions  for  1747  : 

Mary  Nix  had  been  remarkable  all  her  life  for  the  preternatural 
size  of  her  belly.  Her  mother  stated  that  her  daughter  was  born 
dropsical;  but  otherwise  she  proved  healthy;  and,  notwithstanding 
the  steady  increase  in  the  size  of  the  abdomen,  she  lived  to  be  near 
23  years  of  age. 

She  is  described  as  a  tall  and  well-proportioned  woman,  except  for 
the  enormous  size  of  her  belly;  and,  for  one  of  so  unwieldy  a  bulk, 
to  have  been  brisk  and  active.  The  menses,  which  appeared  at  the 
usual  time  of  life,  continued  regular  until  within  eight  months  of 
her  death.  The  only  complaint  was  of  a  pain  occasionally  felt  in 
making  water. 

On  the  suppression  of  the  catamenia,  there  succeeded  a  certain 
amount  of  dyspnoea,  loss  of  appetite,  and  emaciation,  with  swelling 
of  one  of  the  legs,  and  ulcerations.  These  symptoms  gradually  in- 
creased until  her  death. 

On  taking  the  dimensions  of  her  body.before  dissection,  the  cir- 
cumference of  the  abdomen  was  found  to  be  just  six  feet  four  inches, 
and  from  the  xiphoid  cartilage  to  the  os  pubis  it  measured  four  feet 
and  half  an  inch!  The  cutaneous  vessels  distributed  on  the  abdo- 
men were  remarkably  large. 

The  thorax  being  laid  open,  the  diaphragm  was  observed  to  be 
forcibly  protruded  into  that  cavity.  The  base  of  the  heart  lay  under 
the  right  clavicle,  and  its  apex  on  the  most  convex  part  of  the  dia- 
phragm; which  convexity  advanced  as  high  as  the  third  rib.  The 
lungs  were  surprisingly  small,  scarcely  exceeding  in  magnitude  those 
of  a  new-born  child.  When  the  abdomen  was  opened  a  vast  cyst 
was  displayed,  from  which  30  gallons  of  a  light,  coffee-colored,  lim- 
pid fluid  was  withdrawn.  The  fluid  was  not  in  the  least  fetid.  In 
figure,  color,  thickness,  and  magnitude,  this  enormous  bag  very  much 
resembled  the  uterus  of  a  cow  at  the  end  of  gestation.  The  whole 
inside  was  scabrous,  and  looked  as  if  parboiled,  and  here  and  there 
was  observed  a  small  quantity  of  a  coffee-colored  sediment.  On  the 
left  interior  part  was  discovered  the  orifice  of  a  duct  (ureter)  which 
opened  obliquely  into  the  cavity  of  the  sac,  and  would  easily  admit 
a  large  goose-quill.  From  this  opening  the  tube  advanced  about 
twelve  inches  between  the  membranes  of  the  bag  obliquely  upwards, 
and  towards  the  right,  from  whence  it  was  deflected  downwards,  and 
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passed  between  the  fold  of  the  broad  ligament  into  the  bladder.  The 
abdominal  viscera  were  thrust  aside  in  various  directions.  The  left 
kidney  and  ureter  were  healthy. 

The  fluid  contents  of  hydronephrotic  cysts  are  generally  al- 
tered urine.  Urea,  uric  acid,  as  well  as  the  alkaline  and  earthy 
urinary  salts,  have  been  found  therein.  Prout  detected  urea 
and  uric  acid  in  the  contents  of  a  double  hydronephrosis  from 
a  still-born  infant.  Generally  speaking,  the  fluid  is  much  more 
watery  than  ordinary  urine;  and  sometimes  the  organic  urinous 
matters  only  exist  in  traces.  The  fluid  may  be  variously  col- 
ored; it  may  contain  a  little  blood,  pus,  and  epithelium,  and  it 
is  nearly  always  more  or  less  albuminous. 

In  two  cases  the  contents  of  the  cyst  consisted  of  a  substance 
resembling  colloid.  The  first  of  these  is  described  by  Dick- 
inson : 

The  patient  was  an  old  woman  of  seventy.  For  twelve  years  she 
had  perceived  a  tumor  in  the  left  hypochondrium,  which  at  length 
filled  the  belly.  Constipation  alternated  with  diarrhoea.  The  patient 
stated  that  she  occasionally  passed  "  nasty  stuff"  by  the  urethra,  and 
that  the  tumor  diminished  in  size  for  a  time  after  that  occurrence. 
She  at  length  died  of  pneumonia.  The  left  kidney  was  found  con- 
verted into  a  large  sac  about  a  foot  long,  divided  by  septa  into  com- 
partments. These  compartments  were  filled  with  a  gelatinous  sub- 
stance, which,  under  the  microscope,  presented  the  usual  appearances 
of  colloid  matter.  It  lay,  however,  quite  loose  in  the  cyst,  altogether 
unattached  to  the  parietes.  There  was  no  obstruction  whatever 
found  in  the  ureter,  nor  in  any  part  of  the  urinary  channels.  Dick- 
inson supposed  that  an  obstruction — probably  from  a  calculus — ex- 
isted at  some  previous  period,  which  led  to  sacculation  of  the  kidney ; 
and  that  the  colloid  matter  was  deposited  subsequently.  (Path.  Soc. 
Trans., vol.  xiii,  p.  137.) 

The  second  case  is  reported  by  Prof.  Dumreicher  of  Vienna, 
aud  is  remarkable  in  many  ways  : 

A.  girl  of  13  had  observed  a  swelling  in  the  abdomen  from  her 
tenth  year.  This  grew  to  an  enormous  size;  the  circumference  of 
;the  abdomen,  which  was  uniformly  distended,  measured  44  inches. 
The  percussion  sound  was  dull,  except  over  a  space  of  four  square 
inches  on  the  left  side  below  the  navel.  Fluctuation  was  perceived 
•  over  the  swelling.  Prof.  Skoda,  under  whose  care  the  girl  first  came, 
diagnosticated  an  ovarian  cyst;  but  he  pointed  out  the  possibility  of 
a. hydronephrosis.  The  case  then  passed  to  the  care  of  Prof.  Dum- 
reicher, who,  on  account  of  the  dyspnoeal  distress,  punctured  through 
the  abdominal  wall,  and  withdrew  18  quarts  of  a  colloidal  brown- 
colored  fluid.     The  circumference  of  the  belly  now  fell  to  30  inches, 
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and  the  relief  to  the  patient  was  great.  Six  weeks  later,  16  quarts 
more  were  withdrawn  ;  and  an  injection  composed  of  one  ounce  of 
tincture  of  iodine,  in  4  oz.  of  water,  with  a  drachm  of  iodide  of  po- 
tassium, was  introduced  into  the  cyst.  This  proceeding  proved  of 
no  effect.  In  about  a  month  14  quarts  more  were  evacuated,  and 
the  injection  repeated.  Severe  iodism  followed,  and  continued  for  a 
couple  of  days.  The  patient  then  rapidly  improved  and  left  the 
hospital.  In  about  three  months  she  returned,  larger  than  ever.  The 
belly  now  measured  462  inches,  and  the  breathing  was  much  embar- 
rassed; the  heart's  apex  beat  in  the  third  interspace.  In  the  course 
of  the  succeeding  five  months  the  patient  was  tapped  four  times, 
and  an  aggregate  quantity  of  37  quarts  of  fluid  were  withdrawn — 
making  a  total,  from  the  beginning,  of  85  quarts  !  The  fluid  changed 
character  as  the  tappings  were  repeated  :  it  became  more  and  more 
mixed  with  blood,  and  at  length  with  pus.  On  one  occasion  a  drachm 
of  the  crystallized  sesquichloride  of  iron,  dissolved  in  six  ounces  of 
water,  was  injected.  This  was  followed  by  severe  symptoms.  At 
the  last,  a  fistulous  passage  into  the  cyst  was  kept  open  by  an  elastic 
catheter,  through  which  the  cyst  was  evacuated  twice  daily,  washed 
out  with  warm  water.  Notwithstanding  these  precautions,  the  con- 
tents of  the  cj'st  grew  daily  more  foul,  and  the  patient's  strength  stea- 
dily diminished.  She  died  after  having  been  under  observation  about 
a  year.  On  opening  the  belly  the  cyst  was  found  to  be  the  right  kid- 
ney enormously  dilated.  The  sac  was  intimately  adherent  to  the 
liver;  and  the  right  lobe  of  the  latter  was  so  compressed  that  it  was 
reduced  to  half  the  size  of  the  left  lobe.  The  csecum  and  the  end  of 
the  ileum  were  fixed  by  adhesions  to  the  front  of  the  cyst;  the  rest 
of  the  bowels  were  thrust  into  the  left  hypochondrium.  When 
opened,  the  sac  was  found  in  some  places  thin,  in  others  several  lines 
thick :  they  were  divided  into  compartments,  of  which  the  parietes 
were  traversed  by  broad  membranous  .bands  in  various  directions, 
which  divided  the  cavities  into  a  number  of  small  loculi.  In  these 
latter  a  number  of  cysts  with  yellowish  contents  were  situated. 
The  anatomical  cause  of  the  distension  was  not  very  clearly  made 
out;  but  it  appeared  to  consist  in  a  congenital  obliquity  of  the  origin 
of  the  ureter,  whereby  a  valvular  condition  was  induced,  which  im- 
peded the  flow  of  urine.  The  ureter,  after  its  origin  in  the  cyst,  ran 
in  a  half  circle,  downwards  and  backwards,  intimately  adherent  to 
the  cyst  walls,  and  compressed  by  them.  A  small  supernumerary 
renal  artery  arose  from  the  aorta  a  few  lines  below  the  principal 
branch.  The  left  kidney  was  enlarged,  but  healthy.  (Wiener  Med. 
Halle,  1864,  p.  139.) 

Etiology. — The  anatomical  conditions  which  lay  the  founda- 
tions of  hyclronephrotic  distension  of  the  kidney  are  exceedingly 
varied.  Out  of  37  cases  which  were  collated  for  the  purpose  of 
the  present  article,  there  existed  congenital  malformation  in  14 
cases — affecting  the  kidneys,  the  ureter,  or  the  renal  artery.  In 
two  of  these,  a  supernumerary  renal  artery  crossed  and  com- 
pressed the  ureter  near  its  origin ;  in  four,  the  ureter  was  con- 
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genitally  imperforate ;  in  three,  the  ureter  entered  obliquely 
into  the  pelvis  of  the  kidney,  creating  a  valve-like  impediment, 
which  necessarily  increased  as  the  pelvis  expanded.  In  a  case 
recorded  by  Dr.  Hare  a  very  curious  deformity  was  found  in 
both  ureters,  which  he  thus  describes:  "On  taking  the  mass 
(the  dilated  kidney)  in  the  hands,  and  pressing  very  firmly,  no 
fluid  escaped  by  the  ureter ;  examining  into  the  cause  of  this,  it 
was  found  that  the  ureter,  at  a  little  distance  from  its  origin, 
was  coiled  on  itself — like  a  turn  and  a  half  of  a  corkscrew 
brought  closely  together,  and  that  this  coil  was  adherent  to  the 
lower  part  of  the  dilated  pelvis ;  above  this  part,  the  ureter  was 
slightly  dilated;  below  it,  not  at  all.  The  coils  just  mentioned 
acted  as  a  valve-like  obstruction  to  the  course  of  the  urine,  for 
on  gently  dissecting  away,  with  the  point  of  a  scalpel,  the  tissue 
which  held  the  coils  together  and  united  them  to  the  tumor,  the 
retained  fluid  rushed  readily  out  by  the  end  of  the  ureter  in  a 
full  stream."1 

In  8  out  of  the  14  congenital  cases,  the  hydronephrosis  was 
double — that  is,  it  affected  both  kidneys.  Two  of  these  perished 
still-born,  and  a  third  died  in  thirty  hours  after  birth ;  but  Dr. 
Hare's  patient  (just  mentioned)  survived  to  the  age  of  thirty- 
eight  years ;  and  the  remaining  four  lived  for  periods  varying 
from  five  and  a  half  to  eighteen  years.  We  must  assume,  in 
these  latter  cases,  that  the  impediment  to  the  urinary  flow  was 
at  first  incomplete  (though  the  malformation  was  congenital), 
and  that  its  effects  were  not  fully  developed  until  a  subsequent 
period,  and  theu  probably  with  extreme  slowness. 

In  an  instance  cited  by  Rayer,  the  obstruction  (congenital) 
was  constituted  by  an  imperforate  urethra :  the  bladder,  ureters, 
and  kidneys  were  distended  into  capacious  sacs  (1.  c.  iii,  504). 

Congenital  hydronephrosis  is  often  associated  with  malforma- 
tions of  other  organs — imperforate  anus,  hare-lip,  club-foot,  &c. 

Of  the  23  cases  in  which  the  obstruction  arose  later  in  life,  it 
was  due,  in  eight  instances,  to  the  impaction  of  a  calculus  in  the 
ureter;  and  a  similar  impediment,  although  not  actually  found, 
was  inferred  to  have  existed  at  some  previous  period  in  two 
others.  In  four  cases,  a  narrowing  or  obliteration  of  the  ureter 
existed  near  its  origin  or  its  termination,  produced  presumably 

1  Med.  Times  and  GS2.,  1858,  I,  234. 
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by  some  past  inflammatory  or  ulcerative  process,  followed  by 
subsequent  constriction.  In  six  instances,  the  ureters  were 
compressed  near  their  entrance  into  the  bladder  by  a  pelvic 
tumor — gravid  uterus,  ovarian  cyst,  or  a  cancerous  growth  : 
cases  of  this  class  are  no  doubt  much  more  frequent  than  these 
numbers  indicate ;  but  they  are  generally  slight  in  degree,  and 
seldom  go  on  to  the  production  of  a  palpable  tumor  in  the  flank.1 

In  a  number  of  the  cases  collated,  a  mechanical  cause  for  the 
distension  could  not  be  assigned,  or,  such  a  cause  was  only  ob- 
scurely indicated.  In  some  of  these,  no  doubt,  a  more  careful 
inquiry  would  have  solved  the  difficulty ;  but  still  there  are 
cases  which  must  at  present  be  regarded  as  mechanically  inex- 
plicable. 

The  following  case  by  Boogaard  illustrates  in  a  striking  man- 
ner how  a  congenital  malformation,  which,  at  first,  scarcely 
offered  any  obstruction  to  the  course  of  the  urine,  comes,  step 
by  step,  to  constitute  a  greater  obstruction,  and  at  length  pro- 
duces fatal  results  : 

A  young  man  of  twenty,  otherwise  in  good  health,  had  suffered, 
from  time  to  time,  from  paroxysms  of  pain,  followed  by  nausea  and 
vomiting.  On  the  3d  of  February,  1857,  he  was  seized  with  one  of 
these  paroxysms,  accompanied  with  obstinate  constipation.  The  vo- 
miting became  intractable;  the  vomited  matters  contained  blood  and 
sarcinse;  and  no  passage  could  be  obtained  by  the  bowels.  On  ex- 
amining the  abdomen,  a  doubtfully  fluctuating  swelling  was  detected 
in  the  right  flank.  The  symptoms  were  attributed  to  an  organic 
affection  of  the  liver.  Under  a  continuance  of  these  symptoms 
death  took  place  in  five  days. 

At  the  autopsy,  a  bladder-like  tumor  as  large  as  the  fist  was  found 
in  the  right  hypochondrium,  situated  between  the  liver,  the  colon, 
and  the  duodenum  :  it  was  united  by  adhesions  to  the  latter.  The 
colon  was  not  constricted  at  the  adherent  spot;  but  the  duodenum 
was  so  tightly  stretched  over  the  tumor  that  its  calibre  was  almost 
effaced.  The  stomach  was  greatly  distended,  and  filled  with  a  dark- 
colored  fluid. 

A  closer  examination  of  the  tumor  revealed  the  following  :  It  con- 
sisted of  the  pelvis  of  the  right  kidney,  greatly  distended.  The 
right  renal  artery  was  abnormally  distributed;  it  divided  close  to  its 
origin  into  two  branches,  one  of  which  ran  to  the  upper,  and  the 

1  Stadfeldt  found  dilatation  of  the  ureter  common  in  women  dying  in  child- 
birth, even  when  there  was  no  lateral  displacement  of  the  womb.  In  sixteen 
post-mortem  examinations  he  found  such  a  dilatation  nine  times :  it  almost 
always  begins  where  the  ureter  crosses  the  common  iliac  Hydronephrosis  from 
this  cause  (puerperal)  is  much  more  frequent  on  the  right  than  the  left  side. 
Out  of  twelve  cases,  Stadfeldt  found  it  only  once  on  the  left.  (Monatssehr.  f. 
Geburtsk.  1862,  p.  71.)  * 
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other  to  the  lower  part  of  the  hilus.  The  lower  branch  crossed  the 
ureter  near  its  origin,  and  exercised  a  certain  compression  upon  it. 
The  enlarged  pelvis  pressed  forward  between  the  two  branches  of 
the  renal  artery,  in  such  a  manner  that  the  origin  of  the  ureter  was 
drawn  beyond  the  level  of  the  lower  renal  artery,  compelling  the 
ureter  to  loop  itself  round  this  branch  in  order  to  reach  the  bladder. 
Thereto  was  added  a  third  mechanical  obstacle,  namely,  the  adhe- 
sion of  the  ureter  in  the  first  part  of  its  course  to  the  outer  surface 
of  the  distended  pelvis,  for  the  space  of  three  quarters  of  an  inch. 

The  enlarged  pelvis  contained  ammoniacal  urine,  mixed  with 
blood  and  mucus.  The  corresponding  kidney  was  long  and  narrow, 
but  otherwise  healthy,  and  scarcely  atrophic.  The  left  kidney  was 
natural.  (Arch.  f.  d.  Hollandische  Beitr.  z.  ISatur-und  Heilk.  Bd.  I, 
p.  196.) 

The  explanation  of  these  appearances  seemed  to  be  this  :  First, 
the  lower  renal  artery  compressed  the  ureter,  and  prevented 
the  pelvis  of  the  kidney  from  properly  emptying  itself  until  a 
certain  pressure  was  exerted  on  its  walls  by  the  accumulated 
urine.  This  impediment  was  intensified  by  the  curving  of  the 
ureter  round  the  lower  renal  artery.  The  pressure  so  exercised 
probably  excited  inflammation  and  adhesion  of  the  ureter  to  the 
outside  of  the  expanded  pelvis,  and  again  of  the  latter  to  the 
colon  and  duodenum.  The  symptoms  during  life  were  thus 
explained.  The  periodical  attacks  of  nausea  and  vomiting  de- 
pended on  the  periodical  dilatation  of  the  sac  and  the  pressure 
of  it  on  the  duodenum.  Evacuation  of  the  sac,  when  the  pres- 
sure of  the  accumulated  urine  reached  a  sufficient  height  to 
overcome  the  obstructions,  caused  the  paroxysms  to  subside. 
In  the  last  paroxysm  the  resistance  proved  more  obstinate ;  the 
duodenum  became  altogether  occluded — hence  the  constipation; 
and  the  portal  vessels  became  probably  implicated — determin- 
ing effusion  of  blood  into  the  stomach,  and  hsematemesis. 

Hydronephrosis  arises  under  such  a  variety  of  anatomical  con- 
ditions, that  its  general  etiological  relations  offer,  as  might  have 
been  expected,  little  that  is  characteristic.  No  age  is  exempt — 
not  even  foetal  life;  nor  is  any  especially  liable:  the  two  sexes, 
in  the  cases  collated  by  me,  were  found  nearly  equally  repre- 
sented— 19  were  males  and  16  females;  in  two  infants  the  sex 
is  not  mentioned. 

The  symptoms  of  hydronephrosis  depend  mainly  on  the  nature 
of  its  anatomical  cause  and  on  the  size  of  the  sac.  If  the  sac  be 
small  and  the  opposite  kidney  sound,  symptoms  may  be  alto- 
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gether  wanting;  old  age  may  be  reached  without  suspicion  that 
one  of  the  kidneys  has  been  changed  into  a  membranous  sac, 
and  the  anomaly  may  be  first  discovered  at  the  autopsy. 

Generally,  however,  the  distension  goes  on  to  the  formation 
of  a  palpable  tumor  in  the  abdomen;  and  sometimes,  as  we 
have  seen,  this  tumor  attains  an  enormous  size.  Setting  aside 
the  cases  which  perished  still-born,  or  within  a  few  weeks  of 
birth,  there  existed  among  the  34  remaining  instances  17  in 
which  abdominal  intumescence  was  detected  during  life ;  in  13 
of  these  the  tumor  was  confined  to  one  side,  in  four  a  double 
tumor  existed. 

In  its  topographical  characters  a  hydronephrotic  tumor  pre- 
sents the  general  physical  signs  of  renal  tumor.  The  swelling 
is  situated  in  the  flank;  it  reaches  backward  in  the  lumbar  re- 
gion to  the  spine,  upwards  into  the  hypochondrium,  downwards 
into  the  iliac  region,  and  forwards  to  the  umbilicus — encroach- 
ing  on  those  regions  variously  according  to  its  magnitude.  The 
colon  is  usually  in  front  of  it;  and  the  small  intestines  are 
thrust  into  the  opposite  side  of  the  abdomen.  Of  the  several 
displacements  of  the  organs  on  either  side  I  need  not  add  any- 
thing to  what  is  detailed  in  the  chapter  on  cancer  of  the  kidney, 
where  the  general  characters  of  renal  tumor  are  fully  described. 
The  special  characteristics  of  hydronephrosis  are  its  soft  undu- 
lating feel;  an  outline,  which  is  sometimes  distinctly  lobulated; 
and  the  evidence  of  fluctuation.  There  is  one  peculiarity  which 
is  pathognomonic  when  present,  namely,  the  sudden  diminution 
or  disappearance  of  the  swelling  coincidently  with  the  sudden 
discharge  of  a  large  quantity  of  urine.  This  sign  is  not  always 
available;  but  it  is  sufficiently  frequently  met  with  to  give  it 
an  important  diagnostic  value.  It  occurred  in  seven  out  of  the 
17  cases  in  which  the  existence  of  a  tumor  was  clinically  as- 
certained. 

In  Dr.  Hare's  case  of  double  hydronephrosis,  already  alluded 
to,  subsidence  of  the  tumor  from  this  cause  took  place  on  one 
occasion  on  the  right  side,  on  another  on  the  left  side ;  present- 
ing a  succession  of  events  sufficiently  puzzling  even  to  an  acute 
observer. 

The  tumor  is  usually  quite  painless,  and  unaccompanied  by 
any  inconvenience  except  from  its  bulk.  Occasionally,  how- 
ever, tenderness  exists  over  it,  and  the  action  of  the  bowels  is 
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irregular.  When  the  dilatation  arises  from  the  impaction  of  a 
calculus,  symptoms  of  nephritic  colic  occur  at  the  time  when  the 
impaction  takes  place ;  or  from  time  to  time  thereafter,  if,  as  is 
most  usual,  some  quantity  of  urine  still  continues  to  trickle  past 
the  calculus.  Similar  paroxysms  are  recorded  in  two  instances 
where  no  calculus  existed. 

The  state  of  the  urine  usually  furnishes  no  information :  in 
the  great  majority  of  cases  it  is  natural;  sometimes,  however, 
it  contains  a  little  pus,  but  never  in  quantity.  During  the  at- 
tacks of  nephritic  colic  it  may  contain  blood,  and  be  discharged 
with  great  pain,  retraction  of  the,  testicle,  vomiting,  &c.  The 
history  of  these  attacks  sometimes  yields  an  important  clue  to 
the  nature  of  the  case.  When  both  kidneys  are  affected,  symp- 
toms indicating  defective  elimination  of  urine  (uraemia)  necessa- 
rily show  themselves  at  length.  A  hydronephrosis  implicating 
one  kidney  only  may,  as  we  have  seen,  cause  little  or  no  incon- 
venience for  many  years,  even  though  its  bulk  be  considerable. 
The  opposite  kidney  performs  a  double  duty  and  becomes  cor- 
respondingly enlarged.  An  individual  in  this  condition,  how- 
ever, leads  an  existence  of  considerable  peril;  for  if  anything 
happen  to  impede  the  function  of  the  single  kidney  on  which 
life  depends,  dangerous  symptoms  necessarily  arise.  Rayer  sup- 
plies the  following  instructive  example  : 

M.  Y.,  set.  64,  had  experienced,  at  the  age  of  22,  pain  in  the  right 
renal  region,  shooting  obliquely  toward  the  bladder  in  the  direction 
of  the  ureter.  This  pain  proved  obstinate,  and  increased  more  and 
more;  the  urine  was  occasionally  bloody,  and  sometimes  of  a  dark 
color;  the  patient  became  pale  and  thin.  Little  by  little  the  urine 
ceased  to  contain  blood,  and  reassumed  its  normal  characters;  the 
general  condition  was  perfectly  restored ;  and  for  a  long  series  of 
years  TVL  V.  enjoyed  blooming  health. 

About  the  year  1820,  M.  V.  began  to  grow  stout;  the  belly  became 
remarkably  large  ;  and  latterly  his  great  size  considerably  impeded 
progression. 

On  the  18th  of  September,  1834,  M.  Y.  experienced  an  uneasiness 
in  the  abdomen  which  constrained  him  to  keep  his  bed;  pains  were 
felt  all  over  the  abdomen,  but  especially  toward  the  region  of  the 
left  kidney.  This  region  was  tender  on  pressure;  the  patient  passed 
no  urine  ;  and  the  bladder  was  not  distended.  During  ten  days  M. 
Y.  had  no  desire  to  void  urine,  and  at  the  end  of  this  period  he  only 
passed  two  glasses  of  a  citrine  color.  On  examining  the  abdomen 
•a  voluminous  tumor  was  detected,  extending  obliquely  from  the 
right  hypochondrium  to  the  left  iliac  fossa.  Obscure  fluctuation  was 
felt  in  the  tumor,  which  was  considered  to  be  formed  by  the  dis- 
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tended  right  kidney  (this  was  confirmed  at  the  autopsy).  The  con- 
dition grew  more  and  more  serious  as  the  suppression  of  urine  con- 
tinued— the  tongue  became  covered  with  a  slimy  coating ;  the  features 
altered;  the  nights  were  sleepless;  the  pulse  failed  ;  hiccup  super- 
vened, and  the  patient  expired  on  the  13th  of  October,  1834. 

On  opening  the  body  the  right  kidney  was  found  prodigiously 
distended,  and  converted  into  a  pouch  filled  with  71b.  11  oz.  of  a 
viscid  fluid;  the  tumor  was  16  inches  long  from  above  downwards, 
and  1\  inches  broad.  The  ureter  was  dilated  at  its  origin,  but  soon 
underwent  a  sudden  constriction ;  in  this  sti'angulated  part  a  little 
calculus  could  be  felt  which  had  completely  obstructed  the  duct. 
Below  this  obstacle,  the  ureter  resumed  its  ordinary  dimensions. 
The  left  kidney  was  considerably  tumefied  and  reddened.  The  pel- 
vis was  notably  dilated  and  covered  with  vascular  ramifications; 
the  left  ureter,  like  the  right,  contained  a  small  calculus  lodged  five 
inches  below  the  pelvis.  The  bladder  and  other  abdominal  organs 
were  healthy.  The  state  of  the  right  kidney  explained  perfectly 
the  former  ailments  of  M.  V.,  and  death  was  the  consequence  of  the 
disabling  of  the  solitary  kidney  on  which  his  life  had  so  long  de- 
pended.    (Mai.  des  Eeins,  t.  iii,  p.  490.) 

Terminations. — Hydronephrosis  may  terminate  in  various  ways. 
The  obstacle  may  be  dislodged,  and  the  contents  of  the  sac  dis- 
charged, without  subsequent  reaccumulation.  If,  in  such  a 
case,  a  portion  of  the  renal  tissue  be  preserved,  the  organ  will 
be  enabled,  in  part,  to  resume  its  function.  If  the  distension 
have  been  long  established,  and  the  secreting  tissue  extensively 
or  totally  absorbed,  the  organ  after  evacuation  of  the  fluid 
shrivels  up  into  an  empty  sac.  These  may  be  regarded  as  the 
most  favorable  modes  of  termination. 

I  find  that  out  of  29  fatal  cases,  which  supply  information  as 
to  the  cause  of  death,  12  perished  from  some  other  disease. 
JSTearly  all  of  these  were  slight,  unilateral  cases,  which  were 
latent  during  life.  Three  cases  of  double  hydronephrosis  per- 
ished still-born  or  soon  after  birth  from  abeyance  of  the  urinary 
function.  In  14  cases  death  took  place  at  a  later  age  as  a  direct 
or  indirect  consequence  of  the  renal  distension.  Of  these  14, 
one  died  wearied  out  with  the  bulk  of  the  tumor  and  dysen- 
teric diarrhoea  caused  thereby.  Mr.  Glass's  patient  died  from 
pressure  of  the  vast  sac  on  the  respiratory  organs.  Four  cases, 
in  which  double  hydronephrosis  was  established  gradually,  died 
from  progressive  abolition  of  the  renal  function — three  of  them 
with  distinct  uremic  symptoms.  Twto  more,  with  single  hydro- 
nephrosis, died  from  suppression  of  urine  through  impaction  of 
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a  calculus  in  the  opposite  ureter.  In  three  cases,  repeated  tap- 
ping was  followed  by  suppuration  of  the  sac  and  exhausting 
hectic.  In  another  case,  the  second  tapping  was  succeeded  by 
fatal  peritonitis.  Pressure  of  the  tumor  on  the  adherent  duo- 
denum, and  consequent  intestinal  obstruction,  caused  death  in 
one  instance  (p.  413).  It  is  remarkable  that  only  in  one  solitary 
instance  (to  be  presently  cited)  was  death  caused  by  sponta- 
neous rupture  of  the  sac. 

Diagnosis. — The  diagnosis  of  hydronephrosis  is  certain  and 
easy  only  when  subsidence  of  the  tumor  occurs  simultaneously 
with  a  sudden  excessive  discharge  of  urine,  or  when  trustworthy 
history  of  such  an  occurrence  can  be  obtained.  When  this 
symptom  is  absent  the  recognition  of  the  disease  depends  on 
the  ascertainment  of  the  existence  of  a  fluctuating  renal  tumor, 
and  the  absence  of  the  signs  of  suppuration. 

Hydronephrotic  tumors  have  most  frequently  been  confounded 
with  ovarian  cysts,  ascites,  and  hydatid  cysts.  From  an  ovarian 
cyst,  hydronephrosis  is  distinguished  by  the  presence  of  the 
colon  in  front  of  the  swelling,  and  by  the  absence  of  a  bowel 
sound  on  percussion  in  the  corresponding  lumbar  region.  As- 
cites is  distinguished,  when  the  hydronephrosis  is  single,  by  the 
existence  of  dulness  in  both  flanks :  but  when  the  renal  tumor 
is  double,  and  both  flanks  are  consequently  dull  as  in  ascites, 
the  latter  condition  is  recognized  by  the  change  of  level  assumed 
by  the  fluid  when  the  posture  of  the  patient  is  altered — dulness 
from  dilated  kidneys  being  fixed  in  its  limits,  however  the  posi- 
tion of  the  patient  may  be  changed.  A  hydatid  cyst  is  gene- 
rally identified  by  the  escape  of  hydatid  vesicles  with  the  urine, 
and  sometimes  by  the  presence  of  a  hydatid  fremitus.  In  the 
absence  of  these  symptoms  it  may  be  quite  impossible  to  estab- 
lish the  differential  diagnosis  of  these  two  conditions  by  physical 
signs,  and  inferences  must  be  drawn  from  the  commemorative 
symptoms.  It  may  be  of  use  to  remember,  that  while  hydro- 
nephrosis is  not  unfrequently  double,  a  hydatid  cyst  is  scarcely 
ever  so. 

Pyonephrosis  is  distinguished  by  the  purulent  character  of 
the  urine — actual  or  historical — also  by  the  existence  of  more 
severe  constitutional  symptoms,  and  especially  of  recurrent  ri- 
gors.    Circumscribed  abscess  of  the  kidney,  and  perinephritic 
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abscess,  are  distinguished  by  their  more  acute  course,  the  pre- 
sence of  pain,  and  the  signs  of  suppuration. 

The  prognosis,  although  necessarily  grave,  is  less  serious  than- 
in  other  kinds  of  renal  tumor.  When  the  affection  is  uni- 
lateral, not  only  may  life  be  indefinitely  prolonged,  but  there  is 
always  a  chance  that  spontaneous  evacuation  of  the  sac  may 
take  place,  or  that  the  cyst  may  be  punctured  with  success.  If 
the  opposite  (hitherto  sound)  kidney  show  symptoms  of  de- 
ranged function,  the  gravity  of  the  prognosis  is  immensely 
increased.  When  both  kidneys  are  affected  the  issue  is  un- 
avoidably fatal  at  length ;  but  many  years  may  elapse  before  the 
atrophy  of  the  secreting  tissue,  or  the  completeness  of  the  ob- 
struction, reaches  a  degree  incompatible  with  life. 

Treatment. — If  the  disease  be  unilateral,  and  inferred  to  de- 
pend on  the  impaction  of  a  calculus  in  the  ureter,  precautions 
should  be  taken  against  a  similar  occurrence  taking  place  on 
the  opposite  side.  The  patient  should  be  directed  to  keep  the 
urine  adequately  diluted  by  systematic  potation,  especially  on 
going  to  bed,  and  to  avoid  a  too  highly  animalized  diet. 

In  the  absence  of  this  indication  an  attempt  may  be  made 
to  overcome  the  obstacle,  or,  if  that  be  impossible,  to  facilitate 
the  passage  of  the  urine  past  it.  To  this  end,  the  tumor  should 
be  carefully  manipulated  or  champooecl,  from  time  to  time.  As 
the  swelling  is  usually  painless,  this  can  be  accomplished  with- 
out difficulty.  In  a  little  girl  of  eight,  who  came  under  my 
care  in  the  Manchester  Infirmary,  this  treatment  seemed  to  be 
followed  by  success.  She  had  a  soft,  obscurely  fluctuating  tu- 
mor on  the  left  side  of  the  abdomen,  about  the  size  of  a  child's 
head,  which  was  considered  to  be  hydronephrosis.  This  was 
diligently  manipulated  in  every  direction,  with  the  aid  of  a  lu- 
bricating ointment,  on  alternate  mornings.  After  the  third  ma- 
nipulation, she  suddenly  passed  a  large  quantity  of  urine,  and 
the  tumor  forthwith  subsided,  and  did  not  again  return  so  long- 
as  the  patient  continued  under  observation. 

If  evacuation  cannot  be  obtained  in  this  manner,  further 
interference  is  not  justified  unless  the  expansion  of  the  sac  be 
such  that  its  pressure  threatens  serious  mischief.  Under  these 
circumstances  tapping  may  be  resorted  to.  The  following  case, 
related  by  Mr.  Thompson  of  Nottingham,  furnishes  an  example 
of  the  successful  adoption  of  this  plan ;  and  the  reasons  set  forth 
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by  the  writer  for  the  selection  of  the  spot  chosen  for  puncture 
seem  to  deserve  attention.  This  case  is  likewise  the  solitary 
instance  I  have  discovered,  in  which  death  was  caused  by  burst- 
ing of  the  sac  into  the  peritoneum : 

The  patient  came  under  Mr.  Thompson's  observation  in  May, 
1851.  He  was  at  that  time  suffering  from  great  pain  in  the  region 
of  the  left  kidney.  There  were  considerable  enlargement  and  ten- 
derness on  pressure  extending  over  the  left  hypochondriac,  lumbar, 
and  iliac  regions.  Dulness  on  percussion  also  existed  in  these  re- 
gions. Symptoms  of  nephritic  colic  had  existed  for  a  considerable 
period.  Similar  symptoms  had  been  observed  on  a  previous  occa- 
sion, which  were  suddenly  relieved  after  passing,  all  at  one  time, 
more  than  a  chamber-pot  full  of  water,  of  the  color  of  port  wine. 
On  the  present  occasion,  a  similar  event  took  place;  in  about  a  week 
the  sac  had  entirely  emptied  itself  through  the  ureter  and  bladder. 
The  symptoms  disappeared,  and  the  patient  apparently  soon  re- 
covered. In  November  he  began  again  to  suffer  from  the  same  symp- 
toms, which  increased  up  to  January  27th,  1852.  At  this  time  the 
side  was  greatly  enlarged  and  tender.  There  was  an  obscure  sense 
of  fluctuation,  and  the  dulness  extended  to  the  right  as  far  as  the 
linea  alba;  backwaixls  to  the  spine;  downwards  to  the  lowest  part 
of  the  iliac  fossa.  The  organs  in  the  chest  wei-e  displaced  upwards. 
The  patient's  sufferings  were  now  so  great  that  it  was  determined 
to  draw  off  the  fluid  with  the  trocar.  There  was  no  doubt  that  the 
sac  containing  the  fluid  was  a  dilated  kidney,  or  a  cyst  connected 
with  the  pelvis  of  that  organ ;  and  in  either  case  Mr.  Thompson  was 
disposed  to  select  the  interval  between  the  two  last  (floating)  ribs 
near  their  anterior  extremities  at  which  to  introduce  the  trocar. 
Mr.  T.  fixed  on  this  spot  for  the  following  reasons : 

1.  Supposing  the  fluid  to  be  contained  in  a  sac  having  communica- 
tion with  the  pelvis  of  the  kidney,  the  kidney  would  lie  behind  the 
sac,  partly  upon  the  last  two  ribs,  and  partly  upon  the  quadratus 
lumborum  muscle,  its  normal  situation  upon  this  side;  and  if  the 
instrument  were  inti-oduced  at  the  place  indicated,  and  its  point 
directed  a  little  forward,  it  would  penetrate  the  sac  without  any  risk 
of  wounding  the  kidney. 

2.  If  the  sac  consisted  of  a  dilated  kidney,  the  point  selected 
would  still  be  the  best,  as  it  would  be  near  the  part  at  which  the 
organ  began  to  dilate. 

3.  It  would  be  behind  the  peritoneum,  and  therefore  there  would 
be  less  risk  of  wounding  that  membrane. 

4.  If  the  patient  had  been  tapped  in  front,  the  trocar  must  have 
passed  through  the  peritoneum  twice  :  first,  that  portion  lining  the 
abdominal  muscles,  and  second,  that  in  front  of  the  sac;  and,  sup- 
posing no  adhesion  to  have  taken  place  between  these  two  parts, 
when  the  instrument  was  withdrawn,  some  of  the  contents  of  the 
sac  might  have  escaped  into  the  cavity  of  the  peritoneum  and  given 
rise  to  inflammation.  Besides,  there  would  have  been  more  danger 
of  wounding  some  of  the  bowels,  should  any  portion  have  become 
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adherent  by  inflammation  between  the  walls  of  the  abdomen  and 
the  sac. 

The  operation  was  therefore  performed  between  the  two  last  ribs 
near  their  extremities.  An  incision  was  made  through  the  integu- 
ments and  muscles;  a  small  exploring  trocar  was  then  introduced; 
and  as  there  was  evidence  of  the  existence  of  fluid,  a  larger  instru- 
ment was  inserted,  with  its  point  directed  slightly  forward,  and 
eight  quarts  of  dark-colored  fluid  were  drawn  off.  It  was  a  singular 
fact  (which  was  explained  on  examination  of  the  specimen  after 
death),  that  soon  after  this  fluid  was  removed,  the  further  contents 
of  the  sac  flowed  in  the  natural  direction  along  the  ureter. 

The  patient  soon  recovered;  but  it  was  necessary  to  repeat  the 
operation  in  December,  1852,  when  3$  quarts  of  fluid  were  extracted; 
soon  after  which,  as  before,  the  sac  emptied  itself  through  the 
natural  passages. 

The  patient  soon  got  well,  and  did  not  require  the  operation  again 
until  near  eight  years  afterwards  (March,  1860).  At  this  time  seven 
quarts  were  taken  away;  not  long  after  which  the  fluid  again  found 
its  way  along  the  natural  passages,  and  the  patient  again  made  a 
quick  recovery,  and  remained  well  until  September,  1861.  When  then 
seen  by  Mr.  T.,  he  was  suffering  from  his  old  symptoms.  On  the 
5th  of  October  he  was  suddenly  seized  with  pain  in  the  abdomen, 
with  difficulty  of  micturition,  cold  sweats,  rapid  pulse,  and  an 
anxious  countenance.  He  went  on  pretty  well  until  the  10th  of 
October,  when  he  suddenly  became  worse  and  died. 

The  post-mortem  examination  revealed  intense  peritonitis.  Three 
pints  of  dark-colored  water  (resembling  that  found  in  the  sac)  were 
removed  from  the  right  hypochondriac  and  epigastric  regions.  The 
sac  proved  to  be  the  distended  left  kidney — it  contained  four  pints 
of  fluid;  a  hole  was  discovered  toward  the  left  side  anteriorly,  where 
the  rupture  had  taken  place.  The  descending  colon  lay  before  and 
toward  the  left  side  of  the  sac;  the  ureter  entered  the  cavity  of  the 
sac  obliquely  through  the  wall  of  the  cyst.  This  obliquity  of  the 
entrance  of  the  ureter  offered  a  probable  explanation  of  the  closure 
of  that  tube  when  the  sac  was  full,  and  the  open  state  of  it  when  the 
sac  was  empty.  The  rupture  doubtless  took  place  on  the  5th  of 
October,  when  the  peritonitis  began ;  and  in  all  probability  there 
was  some  escape  of  fluid,  but  not  much,  at  that  time;  a  further  and 
larger  escape  took  place  on  the  10th,  after  which  the  patient  rapidly 
sank.  There  was  no  stone  found  in  the  bladder,  nor  any  obstruction 
in  the  lower  course  of  the  ureter.  (J.  Thompson,  Path.  Soc.  Trans., 
vol.  xiii.) 

The  early  history  of  the  case  caused  Mr.  Thompson  to  sur- 
mise that  the  patient  had  formerly  voided  urinary  calculi ;  but 
none  were  ever  found.  It  is  quite  as  probable  that  the  obliquity 
of  the  entrance  of  the  ureter  into  the  pelvis  of  the  kidney  was  a 
congenital  malformation,  and  that  this  constituted  the  real  cause 
of  the  hydronephrosis. 


422  HYDRONEPHROSIS. 

Dr.  Hillier  relates  another  case  of  congenital  hydronephrosis 
repeatedly  tapped,  in  front,  'with  success : 

The  patient  was  born  with  great  enlargement  of  the  abdomen, 
simulating  ascites,  for  which  it  was  mistaken  till  he  was  nearly  four 
years  old.  It  was  then  ascertained  to  be  an  enormous  cyst  spring- 
ing from  the  right  lumbar  region.  From  its  great  size  it  caused 
difficulty  of  breathing  and  prevented  his  walking.  The  cyst  was 
tapped  in  front,  and  102  fluid  ounces  of  clear  non-albuminous  fluid 
were  drawn  off,  having  all  the  characters  of  dilute  urine.  The  fluid 
rapidly  re-collected,  and  on  a  second  tapping  was  found  to  be  albu- 
minous and  purulent,  but  still  to  contain  a  considerable  quantity  of 
urea.  Attempts  were  made  to  establish  a  permanent  fistula  an- 
teriorly, and  then  posteriorly;  but  on  each  occasion  the  fluid  after  a 
time  ceased  to  flow.  Much  irritation  and  depression  followed  the 
several  tappings,  so  that  the  patient's  life  seemed  to  be  endangered. 
After  one  of  the  operations  a  quantity  of  fluid  was  passed  from  the 
bladder  exactly  similar  to  that  from  the  cyst,  and  quite  unlike  what 
was  usually  passed  from  the  urethra;  a  temporary  communication 
thus  obviously  being  established  between  the  cyst  and  the  bladder. 
When  the  case  was  reported,  the  patient  had  been  left  without 
operation  for  some  months,  and  had  regained  his  strength ;  but  the 
cyst  remained,  varying  from  time  to  time  in  size,  and  his  urine  was 
often  purulent  and  fetid.  It  was  presumed  that  there  was  some 
congenital  malformation  of  the  right  ureter  which  rendered  it  liable 
to  occlusion,  but  admitted,  under  some  circumstances,  of  the  passage 
of  fluid.     (Brit.  Med.  Journ.,  April  8th,  1865.) 
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Cysts  are  found  in  the  kidneys  under  four  practically  different 
circumstances,  namely :  1.  Scattered  cysts  in  kidneys  otherwise 
healthy.  2.  Disseminated  cysts  in  the  atrophic  form  of  Bright's 
disease.  3.  Congenital  cystic  degeneration.  4.  General  cystic 
degeneration  in  adults. 

1.  Scattered  cysts  in  kidneys  otherwise  healthy. — It  is  not  uncom- 
mon to  find  on  the  surface  of  healthy  kidneys  one  or  more  cysts, 
with  delicate  walls,  varying  in  size  from  a  pea  to  a  marble  or  a 
walnut.  One  or  more  of  similar  appearances  may  also  be  found 
in  the  interior  of  the  gland,  chiefly  in  the  cortical  substance. 
Such  cysts  are  filled  with  a  yellowish  albuminous  fluid — usually 
diffluent,  sometimes  gelatinous, — containing  phosphates  and  car- 
bonates, sometimes  a  large  quantity  of  cholesterine,  and  very 
rarely  urea  and  uric  acid. 

Cysts  of  these  dimensions  do  not  produce  any  symptoms 
during  life ;  and  their  effects  on  the  function  of  the  gland  is  in- 
significant. Sometimes,  however,  cysts  of  this  class  attain  a 
monstrous  size,  and  form  a  tumor  recognizable  during  life.     Mr. 
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Caesar  Hawkins  ffives  an  account  of  a  remarkable  case  in  which 
the  right  kidney  of  a  boy,  six  years  of  age,  had  an  enormous 
cyst  attached  to  it.  The  cyst  filled  the  entire  right  side  of  the 
abdomen  from  the  false  ribs  to  Poupart's  ligament.  The  at- 
tached kidney  was  healthy  in  its  structure,  and  the  ureter  free. 
In  the  wall  of  the  cyst,  separated  by  a  distance  of  five  inches 
from  the  kidney,  there  was  inserted  a  small  mass  about  the  size 
of  a  walnut,  which  projected  into  the  cavity  of  the  cyst.  This 
body  proved  to  be  a  third  kidney,  consisting  of  a  single  lobule, 
with  the  cortical  and  tubular  part  perfect ;  and  having  a  single 
mamillary  process  and  calyx;  but  no  excretory  duct  could  be 
traced.  The  urine  had  been  natural.  The  cyst  was  punctured 
during  life;  and  about  five  pints  of  fluid  were  found  in  it  after 
death.  The  fluid  contained  neither  albumen  nor  any  of  the 
special  urinary  ingredients. 

Dr.  Hare  (Path.  Soc.  Trans.,  vol.  iv,  p.  199)  describes  a  very 
similar  cyst  taken  from  a  man  aged  sixty-two.  A  tumor  was 
detected  during  life  on  the  right  side,  stretching  from  the  ribs 
to  the  pubes.  After  death,  a  large  cyst  was  found  connected 
with  the  right  kidney.  The  lower  half  of  the  gland  was  partly 
spread  out  over  a  portion  of  the  tumor,  and  partly  absorbed. 
The  upper  half  was  healthy;  nor  did  it  (nor  the  opposite  kidney) 
contain  any  other  cyst,  with  the  exception  of  one,  about  as  large 
as  a  hemp-seed.  The  large  cyst  contained  an  almost  transparent 
pale  yellowish-green  fluid,  quite  limpid  and  diffluent  when  the 
cyst  was  first  opened ;  but  after  the  fluid  had  been  exposed  a 
few  minutes  to  the  air  it  set  into  a  tremulous  jelly. 

In  neither  of  these  two  cases  was  the  pelvis  of  the  kidney  or 
ureter  dilated.  In  both  cases  the  disease  was  doubtfully  traced 
to  external  violence. 

2.  Disseminated  cysts  in  the  atrophic  form  of  BrighVs  kidney. — 
These  have  already  been  noticed  in  connection  with  Bright's 
disease  (see  p.  322). 

3.  Congenital  cystic  degeneration  of  the  kidneys. — A  considerable 
number  of  these  curious  cases  have  been  published,  and  most  of 
them  have  been  collated  by  Virchow  in  two  elaborate  papers 
(Gesammelte  Abhandlungen,  pp.  837  and  864). 

Kidneys  in  this  condition  present  an  enormous  proportionate 
bulk,  being  as  large  as,  or  larger  than,  the  kidneys  of  adults. 
In  all  but  two  cases  both  kidneys  were  affected.     In  several  in- 


CONGENITAL    DEGENERATION.  425 

stances  embryotomy  was  required  to  effect  delivery,  on  account 
of  the  immense  size  of  the  abdomen.  The  foetus  (generally  ex- 
pelled prematurely)  is  necessarily  still-born  if  both  sides  are  afr 
fected,  on  account  of  the  pushing  up  of  the  diaphragm,  and  the 
mechanical  obstacle  thus  created  to  the  expansion  of  the  lungs. 

Dr.  Lever  (Path.  Soc.  Trans.  1848-9,  p.  74)  has  recorded  the 
following  typical  example.  The  foetus  was  one  of  eight  months. 
It  was  club-footed  and  club-handed ;  it  had  six  fingers  on  the 
left  hand  and  as  many  toes  on  each  foot.  There  was  a  hernia 
cerebri  (?  encephalocele)  at  the  posterior  part  of  the  head.  The 
thoracic  and  abdominal  viscera  were  natural,  except  the  kid- 
neys. The  right  kidney  weighed  4  oz.  6  drs. ;  the  left  4  oz.  1 
dr.;  they  were v irregular  on  their  surface  from  numerous  pro- 
jecting cysts.  On  a  section  being  made  through  the  centre  of 
each,  it  was  found  that  all  trace  of  kidney-structure  had  disap- 
peared, and  that  its  place  was  occupied  by  an  infinite  quantity 
of  cysts  of  different  sizes,  forming  the  whole  mass  of  the  organ ; 
the  calices  were  in  part  normal,  but  large,  and  the  pelvis  of  each 
kidney  was  perfect,  with  the  exception  that  it  formed  a  blind 
sac,  with  no  opening;  that  is  to  say,  there  were  no  ureters.  The 
bladder  was  small  and  empty;  there  was  no  trace  of  ureters  on 
its  external  surface;  but  internally,  at  the  spots  where  the  ure- 
ters should  have  entered,  there  were  small  imperforate  papillae. 

The  structure  of  these  kidneys  was  examined  by  Dr.  Gull 
under  the  microscope.  He  could  not  detect  any  secreting  tissue, 
and  considered  the  cysts  to  be  obstructed  and  dilated  Mal- 
pighian  capsules. 

The  degeneration  has  not  always  been  found  in  so  extreme  a 
degree  as  in  this  case  of  Dr.  Lever.  Generally,  some  remnants 
of  secreting  texture  (uriniferous  tubes  and  Malpighian  tufts) 
have  been  detected  in  the  interstices  between  the  cysts.  In 
some  cases  the  external  surface  is  smooth,  while  the  interior 
presents  a  spongy  or  cavernous  structure,  which,  under  the  mi- 
croscope, resolves  itself  into  myriads  of  minute  cysts.  The  re- 
searches of  Virchow  and  Forster  have  fully  demonstrated,  that 
the  cysts  in  these  cases  are  originally  produced  by  dilatation  of 
short  sections  of  the  uriniferous  tubes  into  pouches;  these 
pouches  afterwards  become  enlarged  and  separated  from  each 
other,  and  at  length  form  distinct  cysts.  They  are  lined  with  a 
tessellated  epithelium,  and  contain  at  first  a  urinous  fluid,  which 
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at  a  later  period,  when  the  cysts  attain  a  larger  size,  becomes 
albuminous. 

It  is  curious  that  malformations  of  the  pelvis  of  the  kidney, 
of  the  ureter,  bladder,  or  urethra,  or  of  some  other  part  of  the 
body,  nearly  always  coexist  with  congenital  cystic  degeneration 
of  the  kidneys.  Sometimes,  however,  the  lower  urinary  pas- 
sages are  perfectly  open. 

Virchow  first  pointed  out  the  mechanical  cause  of  this  disease. 
In  all  the  cases  examined  by  him,  there  was  found  an  imperfo- 
rate state  (atresia)  of  the  straight  ducts  which  terminate  on  the 
papillae;  and  he  conjectures  that  this  had  arisen  from  intra-ute- 
rine  inflammation  of  the  ducts  of  the  papilla?,  which  ended  in 
adhesion  of  their  parietes  and  closure  of  their  calibre.  He  fur- 
ther believes  that  the  usual  cause  of  this  inflammation  is  the 
impaction  of  uric  acid  or  the  urates  (Harnsaure-infarct)  in  the 
straight  canals.  (See  p.  400.)  The  closure  of  the  excretory 
ducts  necessarily  causes  stagnation  and  accumulation  of  the 
urine  throughout  the  entire  organ,  and  leads  to  dilatations  of 
the  uriniferous  tubes  and  Malpighian  capsules,  and  the  ultimate 
formation  of  cysts. 

4.  General  cystic  degeneration  of  the  kidneys  in  adults. — This  is  a 
somewhat  rare  condition,  though  most  museums  contain  speci- 
mens. There  are  two  very  fine  examples  in  the  collection  of  the 
Manchester  Infirmary.  In  this  form  of  disease  the  organs  are 
greatly  enlarged,  so  as  sometimes  to  weigh  several  pounds,  and 
to  constitute'  tumors  in  the  abdomen  recognizable  during  life. 
Both  kidneys  are  always  affected;  but  not,  generally,  in  an 
equal  degree.  The  substance  of  the  gland  is  converted  into  a 
mass  of  closely  aggregated  cysts,  lodged  in  an  abundant  matrix 
of  connective  tissue.  (See  Fig.  48.)  The  cysts  do  not  communi- 
cate with  each  other,  nor  with  the  calices — except  in  rare  cases, 
when  some  of  them  suppurate  and  open  into  the  pelvis.  They 
range  in  size  from  a  pin's  head  to  an  orange,  and  have  walls  of 
varying  thickness.  Their  contents  also  vary:  some  contain  a 
limpid  yellowish  or  reddish  serum;  others  a  gelatinous  sub- 
stance. The  fluid  within  the  cysts  always  contains  albumen,  but 
not  urinous  ingredients.  The  interior  of  the  cyst  is  lined  with 
epithelium;  and  sometimes  blood-disks,  pus  corpuscles,  and  cho- 
lesterine  crystals  are  found  within  them.  In  far-advanced  cases 
the  secreting  tissue  of  the  kidney  is  almost  entirely  destroyed; 
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more  frequently  remnants  of  renal  tissue  are  found  in  the  fibrous 
matrix  between  the  cysts  and  in  the  pyramidal  portions.  The 
pelvis,  ureter,  and  bladder  are 
open,  and  usually  healthy. 
Two  or  more  cysts  may  be- 
come confluent  by  absorption 
of  some  parts  of  their  walls, 
and  then  an  irregular  cavity  is 
produced,  with  fibrous  bands 
or  free u a  passing  from  side  to 
side. 

Quekett  attributed  the 
formation  of  these  cysts  to 
dilatations  of  the  Malpighian 
capsules ;  but  the  observa- 
tions of  Dr.  Conway  Evans,1 
and  Dr.  Bristowe,2  on  what 
appear  to  have  been  incipient 
cases,  lead  to  the  conclusion 
that  they  are  formed,  as  in 
congenital  cases,  by  expan sion 
of  sections  of  the  uriniferous 
tubes,  and  occlusion  and 
atrophy  of  the  intermediate 
portions.  Independent  sacs 
are  thus  constituted,  which  at 

first  are  so  minute  that  they  can  only  be  seen  with  the  micro- 
scope, but  at  a  later  period  they  enlarge  into  visible  cysts. 

The  clinical  history  of  these  cases  has  been  but  imperfectly 
studied.  Of  ten  well-marked  cases,  which  I  have  been  able  to 
collect,  seven  were  men,  and  three  women  :  most  of  them  were 
about  the  middle  age ;  six  were  between  forty  and  fifty  years 
of  age;  one  was  "old,"  one  was  thirty-nine,  and  the  youngest 
thirty.  The  symptoms  during  life  are  not  very  distinctive. 
The  course  of  the  disease  is  essentially  chronic ;  the  secretion 
of  urine  goes  on  to  an  advanced  period,  without  marked  dimi- 
nution— it  may  even  be  greatly  increased.  An  unnaturally  low 
density  would  appear  to  be  a  tolerably  constant  phenomenon,  at 


General  cystic  degeneration  of  the  kidney  in  an 
adult — from  a  preparation  in  the  Museum  of 
the  Manchester  Infirmary — one-fourth  the  ac- 
tual size. 


1  Path.  Soc.  Trans.,  vol.  v. 


183. 


2  Ibid.,  vol.  ix,  p.  309. 
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least  in  the  advanced  stages.  The  end  (if  the  patient  die  of  the 
renal  affection  and  not  of  some  complication)  is  usually  sudden, 
with  manifestations  of  urcemic  coma  and  convulsions.  In  a  case 
cited  by  Rayer,  there  were  recurrent  attacks  of  excessively  vio- 
lent lumbar  pains,  severe  gastric  symptoms,  abundant  discharge 
of  a  watery  urine,  and  lastly,  convulsions,  delirium,  and  coma. 
In  another  case  recorded  by  the  same  author,  the  patient — 
whose  only  previous  sufferings  consisted  in  old-standing  dyspep- 
tic sjmiptoms — was  suddenly  seized  with  coma,  resolution  of  the 
members,  and  convulsive  upturning  of  the  eyes,  which  proved 
fatal  in  twelve  hours.  Albuminuria  and  recurrent  hematuria 
are  among  the  most  constant  symptoms.  In  Dr.  Conway  Evans's 
case,  the  urine  was,  however,  not  albuminous  on  the  day  of  death, 
nor  two  months  previously.  Death  was  caused  in  this  case  by 
cardiac  disease,  and  the  renal  degeneration  was  not,  compara- 
tively speaking,  very  far  advanced. 

The  following  example  from  Bright's  memoirs  on  abdominal 
tumors  (New  Syd.  Soc.'s  publications,  vol.  vi,  p.  208)  shows  the 
successive  appearance  of  a  renal  tumor  first  on  the  left,  then  on 
the  right  side  of  the  abdomen,  and  gives  an  excellent  picture  of 
the  disease. 

Mr. ,  about  thirty,  seen  by  Dr.  Bright,  November,  1835.     His 

aspect  bespoke  a  man  laboring  under  some  formidable  chronic  disease. 
He  was  evidently  much  emaciated  and  greatly  enfeebled.  He  passed 
a  moderate  quantity  of  urine,  which  was  acid,  light-colored,  and 
albuminous.  His  present  illness  dated  about  two  years  back,  at 
'which  period  he  had  decided  hematuria,  which  continued  at  inter- 
vals for  some  time.  Since  that,  he  had  never  considered  himself  in 
health;  he  had,  however,  pursued  his  usual  occupation  till  lately,  but 
for  the  last  four  months  he  had  been  more  decidedly  an  invalid.  A 
tumor  was  to  be  distinctly  ascertained  in  the  left  lumbar  space, 
where  it  appeared  pretty  firmly  fixed.  (See  Fig.  49.)  It  might  be 
fairly  grasped  by  the  hand  so  placed  that  the  thumb  was  near  the 
spine,  and  the  finger  advanced  into  the  hypochondriac  region.  The 
history  of  the  case,  the  state  of  the  urine,  and  the  situation  of  the 
tumor,  all  led  to  the  easy  decision  that  the  tumor  depended  on  en- 
larged kidney.  When  felt  in  front,  the  spleen,  or  the  descending 
colon  loaded  with  faeces,  suggested  themselves;  but  the  fact  that  it 
seemed  to  belong  rather  to  the  posterior  than  the  anterior  part  of 
the  abdomen,  and  its  fixed  feel,  would  have  removed  these  doubts, 
had  not  the  history  of  the  case  pointed  so  distinctly  to  the  kidney. 
The  exact  nature  of  the  renal  disease  was  less  obvious.  The  very 
considerable  enlargement  of  the  organ  did  not  belong  to  the  usual 
history  of  albuminous  urine,  and  the  general  loss  of  power  bespoke 
some  formidable  organic  disease.     He  was  ordered  a  well-regulated 
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nourishing  diet.  The  Emplast.  Ammoniaci  c.  Ilydrarg.  was  applied 
to  the  seat  of  the  tumor;  and  the  uva  ursi  in  infusion,  and  slight 
alkaline  preparations,  were  directed  to  be  taken.  Under  this  treat- 
ment flattering  reports  were  at  first  received,  but  the  disease  ad- 
vanced, all  the  symptoms  became  worse,  enlargement  of  the  right 
kidney  also  became  perceptible,  the  urine  remained  moderately  co- 


Fig.  49. 


Diagram  showing  the  situation  of  the  tumors  in  the  case  of  a  patient  with  general  cystic 
degeneration  of  both  kidneys  (after  Bright) . 

agulable  (about  a  pint  and  a  half  in  twenty -four  hours),  and  he 
suffered  a  great  deal  of  pain  at  the  neck  of  the  bladder,  from  the 
frequent  passing  of  fibrinous  coagula  of  a  slight  pinkish-yellow  color, 
about  an  inch  long,  and  apparently  moulded  by  the  urethra.  His 
emaciation  became  extreme,  and  he  had  frequent  returns  of  hema- 
turia. From  the  middle  of  February  he  was  completely  confined  to 
his  bed,  expecting  death  daily.  In  the  first  week  of  April  he  ex- 
perienced some  slight  convulsive  seizures,  and  fell  into  a  state  of 
coma  for  a  few  hours  before  his  death,  which  occurred  about  the 
10th  of  April. 

Both  kidneys  presented  most  extreme  specimens  of  vesiculated 
disease ;  the  left  was  the  largest,  and  was  probably  eight  or  ten  times 
the  natural  size,  while  the  right  was  at  least  six  times  the  size  of  the 
healthy  kidney.  The  whole  appeared  made  up  of  a  congeries  of 
vesicles,  from  the  size  of  a  pigeon's  egg  to  a  pea;  and  the  substance 
of  the  kidney  was  almost  obliterated;  nothing  but  a  thin  layer  of 
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secreting  structure  remaining,  and  that  greatly  altered  from  the  na- 
tural texture.  The  pelvis  of  the  kidney  and  the  mammillary  pro- 
cesses alone  retained  a  tolerably  healthy  appearance;  the  lining- 
membrane  of  the  pelvis  had  no  undue  vascularity,  and  was  perfectly 
smooth ;  the  mammillary  processes,  though  somewhat  flattened, 
showed,  when  divided,  the  healthy  organization ;  the  ureters  were 
healthy,  but  the  renal  vessels,  particularly  the  veins,  were  large. 
The  other  viscera  were  healthy,  and  the  bladder  contained  half  a 
pint  of  urine. 

The  enormous  size  which  the  kidneys  sometimes  attain  in 
this  disease,  and  the  abrupt  termination  of  life,  are  illustrated 
by  the  following  remarkable  case  recorded  by  Dr.  Hare  (Path. 
Soc.  Trans.,  1850-1,  p.  131) : 

A  man,  set.  40,  was  seen  in  January,  1850,  for  an  attack  of  pleu- 
risy. Under  treatment,  he  recovered  and  returned  to  his  business, 
until  the  5th  of  March,  when  Dr.  Hare  was  again  called  in.  The 
night  previously  he  had  passed  a  considerable  quantity  of  very 
bloody  urine,  which  had,  apparently,  given  him  great  relief  from  a 
constant  pain  he  had  in  the  left  loin.  On  examination  of  the  abdo- 
men, which  had  lately  become  larger  than  usual,  a  tumor  was  found, 
extending  from  the  cartilages  of  the  false  ribs  of  the  left  side  to 
about  an  inch  below  the  level  of  the  umbilicus,  and  forwards  to 
within  about  an  inch  of  the  median  line.  On  percussion  it.  was 
dull,  and  there  was  no  interval  of  resonance  between  the  tumor  and 
the  cartilages  of  the  ribs ;  and  the  dulness  on  percussion  extended 
upwards  beyond  the  lower  margin  of  the  latter;  the  anterior  border 
was  rounded,  but  presented  no  signs  of  fluctuation. 

In  April,  a  considerable  alteration  was  observed  to  have  taken 
place  in  the  tumor;  it  still  felt  solid  and  without  fluctuation;  the 
lower  border  extended  an  inch  and  a  half  below  the  level  of  the  an- 
terior superior  spine  of  the  ilium.  Its  anterior  border  was  deeply 
notched  on  a  level  with  the  umbilicus,  and  percussion  was  resonant 
at  this  notch,  as  also  for  some  distance  obliquely  across  the  tumor. 
It  presented  very  much  the  physical  signs  of  a  double  tumor,  or  of 
two  tumors  :  on  placing  one  hand  over  the  lower  part  of  the  abdo- 
men, and  pressing  with  the  other  against  the  left  loin,  although  the 
tumor  could  be  very  slightly  moved,  it  appeared  to  move  as  one 
mass.  Dr.  Bright,  who  also  saw  the  case,  spoke  confidently  as  to 
its  being  "all  kidney  with  intestine  passing  over  it,  and  thus  giving 
the  appearance  of  two  tumors;"  there  was  also  now  a  slight  interval 
of  resonance  between  the  cartilages  of  the  false  ribs  and  the  tumor. 
The  urine,  which  had  contained  blood  two  or  three  times,  was  now 
clear. 

On  the  9th  of  December,  he  fell  suddenly  from  his  chair,  convulsed 
and  insensible;  this  was  followed  by  sleepiness,  numbness  in  both 
hands,  and  frequent  twitchings. 

On  the  12th,  when  seen  by  Dr.  Hare,  he  had  a  vacant  expression, 
wandered  a  little,  but  answered  sharply  when  spoken  to  ;  there  were 
slight  twitchings  of  the  upper  extremities.     Pulse  72 ;  feet  and  legs 
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rather  oedematous.  The  tumor  appeared  much  the  same  as  in  April, 
except  that  it  extended  rather  beyond  the  median  line,  and  that  the 
notch,  at  its  anterior  border,  was  less  marked.  Urine  pale,  without 
sediment,  sp.  gr.  1008,  containing  one-tenth  albumen. 

On  the  13th,  he  had  two  fits,  somewhat  similar  to  those  on  the 
9th,  and  he  died  on  the  16th,  probably  from  the  presence  of  urea  in 
the  blood. 

Autopsy. — The  left  side  of  the  abdomen  was  occupied  by  an  enor- 
mous tumor,  which  proved  to  be  the  left  kidney,  the  intestines  being 
pushed  over  to  the  right  side.  The  tumor  also  extended  under  the 
intestines  half-way  across  the  right  half  of  the  abdomen  ;  its  upper 
surface  was  adherent  to  the  diaphragm,  and  it  had  so  compressed 
the  spleen,  that  the  latter  formed,  as  it  were,  a  cap  to  the  kidney: 
the  pancreas  was  carried  forwards,  and  was  adherent  transversely 
to  the  anterior  surface  of  the  tumor,  near  its  upper  part;  the  de- 
scending colon,  somewhat  contracted,  was  likewise  adherent  to  its 
anterior  surface,  but  perpendicularly,  so  as  to  divide  it  into  tAvo 
nearly  equal  portions. 

The  kidney  measured  15}  inches  in  length,  9J  in  breadth,  and 
about  23  in  circumference,  and  weighed  exactly  161b.;  it  still  retained 
somewhat  the  kidney  shape,  but  its  surface  was  uneven  from  the 
projection  of  different  cysts.  It  consisted  of  one  enormous  congeries 
of  cysts,  varying  in  size  from  a  small  pea,  to  a  cavity  holding  more 
than  a  pint  of  fluid;  the  larger  cysts  were  at  the  surface,  the  smaller 
ones  being  about  the  centre;  many  of  the  smaller  cysts  projected 
more  or  less  into  the  cavity  of  the  larger  ones ;  they  presented  dif- 
ferent tints,  from  a  dark  purple  to  a  light  straw  color  (the  latter 
much  more  rare  than  the  former),  according  to  the  color  of  the  con- 
tained fluids  ;  the  darker  fluid  was  genei*ally  the  thickest,  and  at  the 
bottom  of  those  cysts  there  was  more  or  less  of  a  dirty  red  grumous- 
looking  matter,  which  was  wanting  in  those  containing  the  lighter 
colored  fluid.  The  thickness  of  their  walls  varied  generally  in  pro- 
portion to  their  size,  the  larger  having  the  thickest  parietes.  Xo 
trace  of  the  proper  structure  of  the  kidney  was  discoverable.  The 
fluid,  under  the  microscope,  showed  an  immense  number  of  blood 
disks  (more  abundant  in  the  darker  fluids),  some  oil  globules,  exu- 
dative corpuscles,  portions  of  the  tubules  of  the  kidney,  and  a  con- 
siderable number  of  plates  of  cholesterine. 

The  right  kidney  presented  incipient  disease  of  the  same  kind,  and 
was  enlarged  to  double  its  natural  size. 

There  was  a  slight  hypertrophy  of  the  heart,  and  a  hernia  above 
the  umbilicus;  the  remaining  viscera  were  natural. 

In  the  following  case,  described  by  Dr.  Gray  (Path.  Soc.  Trans, 
vol.  vi,  p.  267),  the  disease  appeared  to  be  occasioned  by  external 
violence;  death  was  not  preceded  by  cerebral  symptoms,  but 
by  vomiting  and  hiccough,  possibly  of  urasmic  origin  : 

A  man,  at.  40,  much  emaciated  and  anaemic,  who  had  been  very 
intemperate  when  young,  was  admitted  into  St.  George's  Hospital, 
March  7th,  1855. 
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He  dated  the  commencement  of  his  present  illness  seven  years 
ago,  when  he  received  a  severe  injury  of  the  back;  for  some  time 
after  this  accident  he  passed  blood  in  his  urine.  He  then  partially 
recovered,  but  during  the  three  following  winters  he  often  passed  a 
small  quantity  of  blood,  and  suffered  much  from  pain  in  his  loins. 
Five  weeks  before  his  admission  into  the  hospital,  he  fell  on  his  right 
hip,  and  then  the  hematuria  and  pains  in  the  loins  returned  in  an 
aggravated  form.  When  first  admitted,  he  was  in  a  very  weak  and 
exhausted  condition;  the  pulse  was  exceedingly  feeble,  and  the  urine 
was  loaded  with  blood;  vomiting  and  hiccough  supervened,  and  he 
died  exhausted  on  the  10th  of  March. 

Autopsy. — There  was  an  extensive  cystic  transformation  of  both 
kidneys;  and  to  such  an  extent  had  the  disease  proceeded  that  the 
natural  structure  of  the  glands  could  in  no  part  be  detected.  The 
right  kidney  weighed  3  lb.  10  oz. ;  the  left,  3  lb.  They  were  each 
about  10  inches  in  length,  lobulated  on  their  surfaces,  and  composed 
of  numerous  separate  cysts,  varying  in  size  from  a  pea  to  a  small 
apple.  The  contents  of  some  of  the  cysts  were  transparent  and 
colorless,  of  others  faint  yellow,  of  others  chocolate.  The  color  in 
these  last  appeared  to  depend  on  blood  disks  and  their  debris.  The 
pelvis  of  the  kidney  and  the  ureter  were  not  dilated. 

All  the  other  organs  were  natural,  with  the  exception  of  the  lungs, 
which  were  (edematous. 

The  primary  lesion  in  this  class  of  cases  is  probably  the  same 
as  in  the  congenital  cases,  and  consists  in  a  progressive  occlusion 
of  the  ducts  of  the  pyramids,  leading,  at  a  later  period,  to  saccu- 
lar dilatations  of  the  tubes  of  the  cortex,  and  finally  to  the  forma- 
tion of  myriads  of  separate  cysts.  The  occlusion  of  the  ducts  of 
the  pyramids  may  (conceivably)  arise  from  inflammatory  adhe- 
sion of  their  parietes,  or  from  obstruction  of  their  calibre  by 
plugs  of  coagulated  blood.  In  Dr.  Gray's  case,  just  related,  the 
latter  explanation  would  appear  to  be  a  not  improbable  one. 

General  cystic  degeneration  has  evident  affinities  with  the 
granular  atrophic  forms  of  Bright's  disease,  and  probably  re- 
quires a  similar  treatment. 
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Cancerous  growths  of  the  kidney  may  be  'primary  or  secondary. 
Primary  cancer  is  attended  by  its  proper  symptoms  and  physical 
signs :  it  runs  a  distinctive  course,  and  constitutes  the  cause  of 
death.  Secondary  cancer,  on  the  other  hand,  occasions  neither 
symptoms  nor  physical  signs  :  it  is  either  a  part-manifestation  of 
a  general  cancerous  cachexia,  or  an  incident  in  the  progress  of 
primary  cancer  of  some  other  organ ;  and  its  existence  is  usually 
unsuspected  until  the  autopsy.  It  is  therefore  necessary  to  con- 
sider the  two  conditions  apart — the  latter  indeed  very  briefly,  as 
it  has  little,  if  any,  clinical  interest. 
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A. PRIMARY    CANCER    OF    THE    KIDNEY. 

The  following  description  is  based  on  an  analysis  of  54  cases, 
of  which  52  were  collected  from  various  sources,  and  two  con- 
tributed by  myself.  In  all  of  them  the  disease  was  followed  to 
its  fatal  termination,  and  the  diagnosis  verified  by  dissection 
after  death. 

The  cases  naturally  fall  into  two  groups — children  and  adults  ; 
and  it  will  be  desirable  occasionally  to  distinguish  the  one  class 
from  the  other.  The  first  group  embraces  19  cases  under  the 
age  of  ten  years — indeed  all,  except  three,  under  four  years. 
The  second  group  includes  35  adults  between  the  ages  of  nine- 
teen and  seventy. 

Morbid  Anatomy. — The  species  of  cancer  found  in  the  kidney 
is  almost  invariably  the  encephaloid  (fungus  hsematodes).  It 
varies  greatly  in  consistence  and  vascularity.  In  one  instance 
it  is  described  as  being  as  soft  as  the  milt  of  a  fish ;  more  com- 
monly it  is  about  as  hard  as  human  brain.  The  mass  is  seldom 
of  uniform  consistence  throughout,  and  it  is  frequently  the  site 
of  extensive  hemorrhage.  Cavities  containing  as  much  as  a  pint 
or  more  of  clotted  or  fluid  blood,  or  of  blood  mixed  with  cancer- 
ous detritus,  have  sometimes  been  found  within  the  tumor. 

Scirrhus  is  very  rare  in  the  kidney.  Wilson  mentions  such  a 
condition,  but  his  description  is  vague.  Rayer  in  one  instance 
found  a  mass  resembling  mammary  scirrhus  in  the  midst  of  an 
encephaloid  kidney :  and  Dr.  Walshe,  among  the  unpublished 
drawings  of  Carswell,  discovered  one  of  scirrhus  of  the  kidney : 
"the  entire  organ  was  converted  into  a  gray-colored  substance, 
somewhat  transparent,  and  of  the  hardness  of  fibrous  tissue.  It 
was  intersected  in  various  directions  by  pale-colored  bands  which 
were  opaque  and  firmer  than  the  intermediate  gray  substance. 
It  yielded  only  a  small  quantity  of  serosity  on  pressure,  and 
presented  few  or  no  bloodvessels."  (Walshe,  1.  c.  380.) 

Colloid  has  been  occasionally  found  forming  a  part  of  an  en- 
cephaloid kidney. 

Epithelioma  has  not,  so  far  as  I  know,  been  found  in  the 
kidney,  except  in  one  case,  published  by  Robin.  In  this,  the 
right  kidney  of  a  man  aged  fifty-one  was  replaced  by  a  large  mass 
of  adventitious  tissue,  of  which  part  was  soft  and  part  hard. 
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Both  portions  were  composed  of  cells  of  epithelial  character, 
most  of  them  closely  approaching  the  appearance  of  pavement 
epithelium,  and  attaining  in  the  softer  portions  enormous  di- 
mensions. Some  of  the  largest  measured  y^th  of  a  millimetre 
in  length.  None  were  found  disposed  in  nests  as  in  an  ordinary 
cutaneous  epithelioma.1 

Encephaloid  invades  the  kidney  sometimes  in  the  nodular, 
sometimes  in  the  infiltrated,  form.  It  always  begins  in  the 
cortical  substance,  and  afterwards  involves  the  pyramids.  The 
tunica  propria  is  commonly  thickened  into  a  strong  fibrous 
membrane. 

"When  the  whole  organ  is  uniformly  infiltrated,  its  natural 
shape  and  position  may  be  tolerably  preserved,  even  when  it  is 
enlarged  to  many  times  its  original  volume.  But  when  a 
nodule  grows  from  one  end  of  the  gland,  leaving  the  remainder 
exempt,  an  irregular  tumor  is  formed,  which  may  assume  shapes, 
and  grow  into  situations  very  embarrassing  for  the  diagnosis. 
The  exempted  portions  rarely  preserve  their  healthy  state :  the 
secreting  structure  wastes  and  degenerates;  or  it  suppurates — 
though  this  is  rare. 

It  is  a  marked  characteristic  of  primary  renal  cancer,  that  it 
forms  a  tumor  generally  of  large,  often  of  gigantic  proportions, 
which  may  stretch  from  the  loin  to  the  umbilicus,  and  from  be- 
neath the  ribs  to  the  pubes,  and  weigh  many  pounds.  In  20 
out  of  our  54  cases,  exact  information  is  given  as  to  the  weight 
of  the  tumor.  In  10  children  its  average  weight  was  8f  lb. ;  the 
smallest  was  2£  lb.,  and  the  largest  31  lb. !  In  10  adults  the 
average  weight  of  the  tumor  was  9f  lb. :  in  one  case  the  growth 
was  about  the  size  and  weight  of  the  natural  kidney;  in  two 
others  it  weighed  1J  lb. ;  in  several  it  varied  from  3.  to  11  lb.y 
and  in  one  attained  a  weight  of  27  lb.  The  enormous  masses 
found  in  young  children  are  really  remarkable.  In  one  example,. 
recorded  by  Mr.  Spencer  Wells,  a  growth  weighing  between  16 
and  17  lb.  was  taken  from  the  body  of  a  child  only  four  years  of 
age  (Path.  Soc.  Trans.,  xiv,  179). 

The  surface  of  an  encephaloid  kidney  is  usually  soft,  irregu- 
larly lobulated,  and  of  unequal  consistence.     IsTot  unfrequently 

1  Ch.  Kobin.  Memoir  sur  1'E.pitheliQma  du  Rein.  P'arisr  1855.  See  also 
Lebert,  Anat.  Pathol.,  ii,  351. 
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it  yields  a  deceptive  sense  of  fluctuation,  especially  in  certain 
spots. 

Renal  encephaloid  is  liable  to  the  same  accidents  (degenera- 
tion, softening,  suppuration,  hemorrhage)  as  soft  cancer  else- 
where. In  an  instance  mentioned  by  Bright,  the  softened  mass 
burst  into  the  peritoneum ;  in  another,  by  Rayer,  a  cancer  of 
the  right  kidney  ulcerated  into  the  duodenum ;  in  a  third,  by 
Abele,1  the  disease  broke  through  the  abdominal  parietes  a  fort- 
night before  death,  and  formed  a  fungous  ulcer  through  which 
a  portion  of  the  colon  protruded  and  ultimately  mortified. 

The  tumor  generally  contracts  extensive  adhesions  to  the  sur- 
rounding parts.  The  colon  is  invariably  found  in  front  of  the 
growth — though  sometimes  flattened  and  empty.  The  other 
abdominal  viscera  are  thrust  aside  as  the  tumor  enlarges:  the 
intestines  are  pushed  over  into  the  opposite  flank.  When  the 
growth  affects  the  right  kidney,  the  liver  is  displaced  to  left, 
often  twisted  on  its  transverse  axis  so  that  its  upper  surface 
takes  a  vertical  direction  and  applies  itself  to  the  costo-abdom- 
inal  wall.  This  distortion  has  been  especially  observed  where, 
as  in  Doderlein's  case,  the  growth  protrudes  from  the  upper  end 
of  the  kidney,  and  makes  its  way  into  the  right  hypochondrium. 
When  the  tumor  is  constituted  by  the  left  kidney  the  stomach 
is  pushed  to  right,  and  the  spleen  carried  high  up  into  the  vault 
of  the  diaphragm.  The  thoracic  viscera  are  displaced  upwards 
more  or  less  according  to  the  bulk  of  the  tumor,  and  in  various 
directions  according  to  the  side  aft'ected.  Among  other  effects 
on  the  adjacent  parts,  caries  of  the  vertebrae  was  twice  found: 
more  or  less  compression  of  the  inferior  cava  generally  exists 
towards  the  later  periods,  occasioning  oedema  of  the  legs  and 
sometimes  (though  rarely)  ascites. 

The  pelvis  of  the  kidney  was  found  generally  more  or  less 
involved,  and,  in  the  majority  of  cases,  the  ureter  was  perma- 
nently occluded  by  extension  of  the  cancerous  growth  into  it, 
or  by  blood-clots,  or  by  the  pressure  of  the  main  tumor. 

The  renal  veins  in  several  instances  contained  encephaloid 
matter ;  and  in  some  of  the  cases  it  could  be  traced  as  far  as 
the  vena  cava. 

In  the  overwhelming  majority  of  cases  only  one  kidney  was 

1  Schmidt's  Jahrb.,  Bd.  v,  p.  379. 
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affected.  Out  of  53  instances  which  supply  information  on  this 
point,  the  disease  was  confined  to  one  kidney  47  times.  In  six 
cases  both  kidneys  were  involved  ;  but  in  two  only  of  these  did 
the  disease  appear  to  be  primary  on  both  sides ;  in  the  other 
four  one  kidney  was  the  seat  of  primary  cancer,  which  formed 
a  tumor,  while  its  fellow  contained  small  secondary  nodules. 
Of  the  47  unilateral  cases,  the  right  kidney  was  affected  27 
times,  and  the  left  20  times.  The  greater  liability  of  the  right 
kidney  was  nearly  as  marked  in  children  as  in  adults. 

The  primary  disease  in  the  kidney  was  associated  with 
secondary  deposits  elsewhere  in  26  out  of  42  cases  which  give 
details  on  this  point :  in  the  remaining  16  cases  all  other  parts 
were  exempt.  The  most  frequent  seat  of  secondary  deposits 
were  the  lymphatic  glands  in  the  hilus  of  the  kidney,  and  the 
vertebral  and  mesenteric  glands.  These  glands  formed  in  some 
of  the  cases  a  large  tumor,  which — as  in  a  case  to  be  presently 
related — transcended  the  dimensions  of  the  renal  tumor,  and 
greatly  embarrassed  the  diagnosis.  The  lungs  and  liver  were 
also  often  affected ;  the  other  organs  more  rarely ;  but  instances 
are  on  record  in  which  almost  every  conceivable  combination 
existed.  The  following  table  exhibits  the  distribution  of  the 
secondary  deposits  in  the  26  cases  already  alluded  to. 


Kidneys  alone  affected,     .....  16  cases. 

Secondary  deposits  found  elsewhere,        .         .  26  " 

Seat  of  secondary  deposits : 

Lumbar,  mesenteric  and  vertebral  glands,       .  14  " 

Lungs, 13  " 

Liver, .  11  <: 

Supra-renal  capsules,         .....  4  " 

Omentum,          .         .         .         .         .         .         .  3  " 

Heart, 3  " 

Vertebra?  and  rib, 3  " 

Bladder,  uterus,  penis — each    ....  1  " 


The  infrequent  association  of  primary  renal  cancer  with  can- 
cerous deposits  in  the  lower  urinary  passages,  which  this  table 
shows,  is  somewhat  remarkable,  and  is  scarcely  what  one  would 
expect,  considering  the  close  anatomical  and  functional  relation 
of  these  parts.1 

1  While  these  pages  were  undergoing  revision,  I  had  an  opportunity  of  ex- 
amining a  man  (set.  40)  who  died  at  the  Koyal  Infirmary  with  extensive  cancer 
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Etiology. — Renal  cancer  prevails  at  two  distinct  epochs  of 
life — in  early  childhood,  and  in  adult  age.  During  adolescence 
the  liability  to  it  sinks  to  a  minimum.  Children  under  four 
years  of  age  appear  especially  liable  to  renal  cancer :  16  out  of 
53  cases  occurred  at  this  early  period ;  three  others  between  seven 
and  ten  years :  the  remainder  were  distributed  almost  equally 
between  the  ages  of  nineteen  and  seventy.  The  annexed  table 
shows  more  exactly  the  relation  of  age  to  the  frequency  of  renal 
cancer : 


0—1 

yr. 

1—2 

yrs. 

2—3 

yrs. 

3—4 

yrs. 

7—8 
yrs. 

10 

yrs. 

1 

4 

6 

5 

2 

1 

19 

yrs. 

20—30 

yrs. 

30—40 

yrs. 

40—50 
yrs. 

50—60 

yrs. 

60—70 

yrs. 

Above 
70  yrs. 

29  adults,1 

1 

6 

4 

3 

7 

7 

1 

The  male  sex  is  considerably  more  liable  to  renal  cancer  than 
the  female.  Fifty-two  cases,  in  which  the  sex  was  distinguished, 
supplied  37  males  and  15  females.  The  preponderance  of  the 
male  sex  is  not  so  great  in  childhood  as  in  adult  age.  Of  18 
children,  11  were  boys  and  7  girls;  of  34  adults,  26  were  men 
and  only  8  women. 

The  exciting  cause  of  renal,  as  of  other  cancers,  is  wrapped 
in  obscurity.  In  a  few  instances,  a  blow  or  a  fall  on  the  loins 
was  the  immediate  precursor  and  supposed  cause  of  the  first 
symptom ;  but  the  disease  had  doubtless  been  already  in  exist- 
ence before  the  accident,  though  concealed.  In  a  case  men- 
tioned by  Manzolini  (Schmidt's  Jahrb.  B.  94,  p.  74),  a  boy  was 
kicked  in  the  left  side ;  this  was  followed  by  hematuria  for  four- 


of  the  stomach,  combined  with  primary  cancer  of  the  right  kidney.  The  latter 
organ  was  wholly  converted  into  an  encephaloid  mass.  I  could  not  detect  any 
traces  of  secreting  structure  in  it :  the  mass  was  somewhat  smaller  than  the 
natural  kidney,  and  about  the  same  shape.  The  left  kidney  was  quite  healthy, 
and  greatly  hypertrophied.  The  right  ureter  was  pervious,  but  shrunk  to  about 
half  its  usual  size.  The  left  ureter  was  somewhat  more  capacious  than  natural. 
The  right  supra-renal  capsule  was  wholly  converted  into  a  cancerous  mass. 
There  was  very  extensive  cancerous  disease  (in  nodules)  of  the  liver,  and  of  the 
vertebral  glands. 

1  In  six  adults  the  exact  age  is  not  ariven. 
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teen  days.  Shortly  after,  a  swelling  appeared  in  the  left  loin, 
which  eventually  proved  to  be  an  encephaloid  growth  of  the  left 
kidney.  . 

Symptoms  and  physical  signs. — The  distinctive  symptoms  of 
primary  cancer  of  the  kidney  are, — tumor  in  the  abdomen  and 
hematuria.  In  every  case  in  which  the  disease  was  the  deter- 
mining cause  of  death,  one  or  both  of  these  symptoms  were 
present.1 

Abdominal  tumor  is  by  far  the  most  constant  sign  of  renal 
cancer,  and  usually  the  earliest  one  noticed.  Out  of  52  cases 
there  were  only  2  in  which  a  distinct  intumescence  could  not  be 
felt  in  the  site  of  the  kidney  or  thereabouts;  and  in  both  of 
these  there  was  hematuria.  In  the  remaining  50  cases  a  tumor 
was  easily  ascertained  to  exist  in  the  abdomen ;  and  in  all  but 
two  it  was  of  such  size  and  prominence  that  it  could  not  escape 
the  most  cursory  examination.  It  is  noteworthy  that  in  all  the 
children  a  large — nearly  always  an  enormous — tumor  existed. 

The  tumor  presents  itself  first  in  the  anterior  lumbar  region, 
between  the  margins  of  the  ribs  and  the  crista  ilii ;  it  then 
grows  forward  to  the  umbilicus,  upwards  into  the  hypochon- 
drium,  and  downwards  into  the  iliac  and  inguinal  regions:  in 
extreme  cases  it  fills  the  entire  belly.  The  tumor  may,  or  may 
not,  be  covered  with  a  ramification  of  enlarged  superficial  veins. 
The  colon,  and  sometimes  a  portion  of  the  small  intestines,  lie 
in  front  of  it.  This  position  of  the  colon  furnishes  an  important 
diagnostic  mark  of  all  renal  tumors.  Percussion  over  the  tumor 
is  dull,  except  where  the  colon  intervenes.2 

1  Lebert  states  that  he  has  known  an  instance  in  which  the  disease  ran  a  latent 
course  throughout ;  but  he  does  not  say  whether  in  that  instance  the  renal  disease 
was  really  the  cause  of  death. 

2  This  position  of  the  colon  was  not  discovered  in  all  the  cases — generally,  no 
doubt,  from  defective  examination ;  but  in  some  cases  the  detection  of  the  gut 
may  prove  difficult,  from  its  being  compressed  between  the  tumor  and  abdominal 
wall,  and  emptied  of  flatus.  In  doubtful  cases,  it  might  be  of  service  to  inject 
air  per  rectum,  in  order  to  inflate  the  collapsed  gut. 

The  following  remarks,  by  Bright,  deserve  to  be  borne  in  mind  in  searching  for 
tumors  of  the  kidney:  "In  those  diseases,"  he  says,  "in  which  it  (the  kidney) 
most  rapidly  increases,  the  enlargement  shows  itself  much  more  towards  the  an- 
terior part  of  the  abdomen  than  towards  the  loins,  not  only  because  the  firm 
structure  of  this  part  is  more  calculated  to  conceal  a  tumor,  but  also  because,* in 
the  other  direction,  it  meets  with  less  immediate  resistance ;  so  that  it  often 
happens,  while  we  are  examining  the  lumbar  region  with  the  greatest  care,  and 
obtaining  but  a  doubtful  evidence  of  fulness  and  hardness  by  the  eye  and  by  the 
touch,  and  by  careful  comparison  of  the  two  sides,  we  can  scarcely  place  the 
hand  upon  the  anterior  or  even  the  lateral  part  without  becoming  at  once  sensi- 
ble of  the  existence  of  a  distinct  tumor;  and  then,  probably,  by  pressing  that 
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To  the  hand  the  tumor  feels  smooth  or  irregularly  lobulated, 
with  rounded  obtuse  margins.  The  lobulations  are  often  of 
unequal  hardness,  and  a  deceptive  sense  of  fluctuation  may  be 
felt  in  places,  or  in  the  tumor  generally.  In  Langstaff's  case,  a 
distinct  and  persistent  pulsation  was  perceptible  in  the  tumor; 
and  a  similar  phenomenon  was  noted  in  Bristowe's  case  (Med. 
Times  and  Gaz.  1854,  ii,  395).  The  fixity  of  the  growth  is 
usually  a  marked  characteristic.1 

The  second  symptom  in  importance  is  hematuria.  Details  on 
this  point  are  supplied  in  49  cases.  Of  these,  25  exhibited  no 
trace  of  hematuria  throughout  their  entire  course.  In  24  cases 
there  was  hematuria ;  but  in  4  of  these,  there  existed  other 
possible  causes  for  it  than  renal  cancer  (calculi,  Bright's  disease, 
external  violence).  These  figures,  even  with  this  abatement, 
do  not  sufficiently  express  the  danger  of  relying  too  strongly  on 
hsematuria  as  a  sign  of  renal  cancer.  In  3  instances  hematuria 
occurred  only  for  a  few  weeks  at  the  beginning  of  the  com- 
plaint, and  then  altogether  ceased — the  urine  thereafter  con- 
tinuing normal.  In  one  case  there  was  hematuria  for  a  short 
period  at  first,  and  none  during  the  remaining  four  years  of  life. 
In  other  cases  hasruaturia  did  not  appear  until  towards  the  last 
few  months  of  life — perhaps  years  after  the  detection  of  a  tumor 
in  the  loin.  The  absence  of  hematuria  seems  to  depend  gene- 
rally on  the  occlusion  of  the  ureter,  either  by  the  pressure  of 
the  tumor  or  the  extension  of  the  disease  into  it. 

When  hematuria  is  present,  it  is  a  sign  of  very  great  value, 
and  its  character  and  features  deserve  attentive  study.  As  a 
rule,  it  is  irregularly  intermittent  and  profuse.  It  recurs  at 
intervals  of  a  few  days  or  weeks,  usually  without  any  apprecia- 
ble cause.  The  tumor  is  not,  of  course,  insensible  to  external 
violence ;  and  in  more  than  one  instance  a  blow  or  fall  on  the 
loin  has  been  the  immediate  precursor  of  the  appearance  of 
blood  in  the  urine.  In  some  cases  the  hemorrhage  is  excessive, 
and  followed  by  rapid  anaemia  and  exhaustion,  though  this  is 
rare.     Generally  the  loss  of  blood  is  moderate,  sometimes  in- 

tumor  backward,  the  other  hand  clearly  informs  us  of  its  connection  with  the 
loins."     (1.  c.  199.) 

1  In  the  "  Lancet"  for  March  18th,  1865,  is  an  account  of  a  case  of  movable 
kidney  affected  with  malignant  disease.  The  tumor  was  mistaken  for  an  ova- 
rian growth,  and  operation  for  its  removal  commenced.  The  intestines  were  all 
behind  the  tumor. 
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significant,  and  requiring  the  microscope  for  its  detection.  The 
formation  of  clots  in  the  bladder,  and  their  impaction  in  the 
urethra,  is  sometimes  a  source  of  severe  suffering,  and  occasions 
excessive  irritability  of  the  bladder. 

Other  changes  in  the  composition  of  the  urine  are  sometimes 
found,  but  they  are  not  distinctive.  Of  course,  albumen  always 
exists  in  the  urine  when  it  contains  blood ;  more  rarely  albu- 
minuria occurs  independently  of  hematuria,  from  genuine 
B right's  disease,  affecting  either  the  exempted  portions  of  the 
cancerous  kidney,  or  the  opposite  organ.  Not  unfrequently, 
epithelial  cells  from  the  pelvis  of  the  kidney  and  ureter  are 
found  in  the  urine,  mixed  with  the  blood. 

The  presence  of  cancer-cells  in  the  urine  is  a  sign  which 
usually  figures  prominently  in  the  catalogue  of  symptoms  of 
renal  cancer,  but  its  value  is  very  doubtful.  In  all  the  later 
cases,  especially  where  there  was  hematuria,  the  urine  was 
carefully  examined  for  cancer-cells,  but  without  success.  Ros- 
enstein  mentions  a  case  in  which  a  cancerous  villus  was  actually 
found  projecting  into  the  ureter,  yet  no  cancer-cells  could  be 
detected  in  the  urine  during  life.  It  is  by  no  means  an  easy 
matter  to  identify  cancer-cells  in  the  urine,  in  consequence  of 
their  similarity  to  the  transitional  epithelium  of  the  pelvis  and 
ureter.  It  must  be  further  remembered,  that  any  cancer-cells, 
which  could  find  their  way  into  the  urine,  must  have  escaped 
from  parts  of  the  growth  which  were  broken  down  and  degen- 
erated ;  and  to  identify  characteristic  forms,  in  the  ichorous  de- 
tritus even  of  an  external  cancer,  is  more  than  I  have  ever  suc- 
ceeded in  accomplishing :  how  much  greater  the  difficulty,  when 
that  detritus  has  been  further  disintegrated  by  the  action  of  the 
urine?  In  two  examples  of  renal  cancer,  with  hematuria, 
which  I  have  had  an  opportunity  of  observing,  repeated  and 
careful  examination  of  the  urine  failed  to  discover  the  presence 
of  cancer-cells.1 

The  other  symptoms  which  have  been  noted  in  cases  of  renal 
cancer  are  less  distinctive  and  constant  than  tumor  in  the  abdo- 
men and  hematuria.     The  most  important  of  them  is  pain  in 

1  Mr.  Moore  believes  that  he  succeeded  in  identifying  cancer-cells  in  the 
urine  drawn  after  death  from  the  bladder  of  a  man  in  whose  kidney  cancerous 
nodules  were  found  ;  but  his  description  rather  accords  with  the  appearances  of 
the  epithelial  cells  which  are  always  freely  detached  from  the  vesical  mucous 
membrane  after  death.     (Med.  Chir.  Trans,  xxxv,  466.) 
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the  hypochondrium  and  loin.  This  is  sometimes  an  early  symp- 
tom, and  may  show  considerable  severity.  The  pain  is  com- 
monly intermittent;  it  shoots  down  in  the  course  of  the  ureter 
to  the  inside  of  the  thighs.  It  does  not  appear  to  be  ever  asso- 
ciated with  retraction  of  the  testicle.  Pain  is,  however,  wholly 
absent  for  long  periods  in  a  large  number  of  cases;  the  tumor 
itself  may  be  perfectly  painless  on  handling,  and  give  no  incon- 
venience except  from  its  weight  and  size. 

Gastric  symptoms — nausea,  vomiting,  anorexia — are  common; 
and  in  several  cases  they  were  noted  among  the  earliest  symp- 
toms. In  other  cases,  again,  none  of  these  existed;  the  appetite 
was  excellent;  in  four  cases  (all  children)  it  was  even  voracious. 

The  general  health  varied  exceedingly.  In  the  majority  of 
cases  rapid  emaciation  took  place,  going  on  at  length  to  an  ex- 
treme degree,  with  failing  strength,  and  yellowish  discoloration 
of  the  skin.  In  other  cases,  many  months,  and  even  years  (in 
adults),  passed  over  after  the  detection  of  the  tumor,  before  the 
health  seriously  gave  way. 

The  cancerous  tint  is  not  often  mentioned  in  the  list  of  symp- 
toms, but  this  may  have  been  from  the  brevity  of  many  of  the 
reports. 

The  bowels  are  generally  disordered  when  the  tumor  attains 
a  large  size;  diarrhoea,  or  obstinate  constipation  prevails;  or  the 
two  conditions  alternate. 

Towards  the  later  periods,  anasarca  of  the  legs  often  sets  in, 
and  it  may  even  extend  over  the  whole  body.  Signs  of  constitu- 
tional irritation  also  present  themselves,  and  become  persistent. 
Life  is  at  length  worn  out  by  gradual  exhaustion  of  the  vital 
powers :  sometimes  death  is  more  suddenly  induced  by  rupture 
of  the  tumor. 

When  there  is  no  hematuria  the  urine  is  commonly  normal; 
the  healthy  kidney  becomes  hypertrophied,  and  performs  double 
duties.     In  no  instance  did  ursemic  symptoms  arise. 

The  duration  of  the  disease  from  the  first  appearance  of  symp- 
toms to  the  fatal  termination  varied  extremely.  The  duration 
was  much  shorter,  as  might  have  been  anticipated,  in  children 
than  in  adults.  Among  the  former,  14  cases  are  available  for 
comparison :  the  mean  duration  was  between  seven  and  eight 
months;  the  minimum  was  ten  weeks, and  the  maximum  "over 
a  year."     In  adults  (20  cases  available)  the  disease  continued  on 


ILLUSTRATIVE    CASES.  443 

an  average  two  and  a  half  years;  the  extremes  ranged  from  five 
months  to  seven  years;  8  died  under  the  twelvemonth,  7  under 
three  years,  1  survived  four  years,  3  six  years,  and  1  seven  years.  " 
These  numbers,  as  well  as  those  having  reference  to  the  age 
of  the  patients,  disagree  with  the  statements  current  in  books: 
and  some  of  the  numerous  errors  in  the  diagnosis  of  renal  can- 
cer may  be  traced  to  mistaken  impressions  as  to  the  prevailing 
age  and  survivorship  of  patients  so  affected.  The  supposition 
of  Walshe,  indorsed  by  Lebert,  that  cancer  of  the  kidney  runs  a 
more  rapid  course  than  other  internal  cancers,  is  not  only  un- 
supported by  these  larger  numbers,  but  the  contrary  is  clearly 
established,  namely,  that,  as  a  rule,  death  is  longer  delayed  in 
renal  cancer  than  in  primary  cancer  of  any  other  internal  organ.1 
The  reason  of  this  tolerance  must  be  looked  for  in  the  duplica- 
tion of  the  organ,  the  facility  with  which  one  kidney  undergoes 
a  compensating  hypertrophy  when  its  fellow  is  disabled,  and 
takes  upon  it  the  work  of  the  pair ;  also  the  free  room  for  en- 
largement which  is  afforded  in  the  lumbar  region,  and  the  com- 
paratively innocuous  effects  of  displacement  on  the  abdominal 
organs. 

The  following  examples  will  serve  to  illustrate  the  chief 
features  of  the  disease  : 

Case  I. — Primary  Cancer  of  the  Might  Kidney,  and  of  the  Lymphatic 
Glands  in  the  Hilus.  Secondary  Cancer  of  the  Liver,  left  Lung,  and 
supra-renal  Capsule.     {From  the  notes  of  Dr.  Renaud.) 

Hannah  Hilton,  set.,  59  a  married  woman,  who  had  borne  children, 
the  last  from  eight  to  nine  years  ago,  ceased  to  menstruate  six  years 

aS°- 

She  first  noticed  a  small  and  hard  tumor  in  the  right  iliac  space 
two  years  since,  which  made  very  little  progress,  and  gave  no  pain 
or  inconvenience  for  many  months.  She  came  under  treatment  in 
the  early  part  of  December,  1845,  for  a  chronic  diarrhoea,  which  had 
for  some  time  past  baffled  all  remedies.  The  evacuations  were  most 
copious,  of  a  dirty  olive  color,  passed  without  pain,  or  accompanied 
with  tormina.     This  ultimately  yielded  to  the  sulphate  of  copper. 

1  The  mean  duration  of  cancer  of  the  pylorus,  according  to  the  combined  sta- 
tistics of  Lebert,  Herrich,  Popp,  and  Valleix,  is  under  a  year:  out  of  71  cases, 
48  died  within  the  year,  and  almost  all  the  remainder  (23  cases)  within  two 
years.  The  majority  of  hepatic  cancers  terminate  probably  under  eight  months 
— certainly  under  a  year  (see  Kohler,  p.  308,  376).  Walshe  estimates  the  mean 
duration  of  cancer  of  the  lungs  at  13.2  months  (1.  c. ,  p.  348);  and  he  thinks  can- 
cer of  the  brain  rarely  lasts  over  a  year  (ibid.  p.  496). 
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I  first  examined  the  tumor  about  twelve  months  ago.  It  was 
painless,  hard,  and  not  bigger  than  a  foetal  head,  rising  a  little  out  of 
the  right  pelvic  region.  About  a  month  from  this,  the  tumor  began 
to  be  painful  and  to  increase.  A  feeling  of  crumpling  parchment 
was  noticed  at  its  inner  and  lower  portion.  Shortly  afterwards  it 
began  to  extend  upwards  and  backwards,  in  the  direction  of  the 
loin  ;  there  were  flying  pains  also.  The  uterus,  examined  manually, 
was  found  free  from  the  tumor,  and  apparently  healthy.  The  color 
of  the  skin  was  somewhat  dirty,  and  this,  together  with  the  crump- 
ling, were  thought  sufficiently  suspicious  to  warrant  a  belief  that  the 
real  nature  of  the  disease  was  malignant  degeneration  of  the  right 
ovary. 

I  now  lost  sight  of  the  case  until  three  weeks  prior  to  death, 
when  I  discovered  that  the  tumor  had  gradually  extended  itselt 
backwards,  and  that  four  weeks  ago  it  began  rapidly  to  grow,  and 
spread  in  all  directions,  causing  great  pain  and  watchfulness.  The 
woman  emaciated  very  fast,  was  of  a  deep  and  dirty  brown  color, 
had  sunken  eyes,  and  a  look  of  suffering.  The  nature  of  the  disease 
remained  no  longer  doubtful,  for  the  nodular  portions  of  the  fungus 
hsematodes  could  be  most  distinctly  felt  beneath  the  abdominal 
walls.  The  feeling  of  crumpling  was  also  more  general,  as  also  an 
occasional  gurgling  as  of  air,  in  the  intestines.  There  had  been  no 
uterine  hemorrhage,  no  difficult}7  or  pain  in  passing  urine,  and 
nothing  unusual  in  the  character  of  the  secretion.  Opiates  relieved 
the  pain  greatly.     She  died  on  February  17,  1847. 

Autopsy. — Body  greatly  emaciated.  In  the  abdomen  there  was  a 
large  fungoid  tumor,  extending  quite  across  and  to  the  right  side 
and  loins;  passing  oblique]}7  over  it  was  the  colon,  which  was  par- 
tially adherent,  as  were  also  some  of  the  small  intestinal  folds.  The 
tumor  was  not  at  all  adherent  to  the  interior  of  the  abdominal  walls. 
The  uterus  and  ovaries  were  quite  free  from  an}7  disease,  and  were 
merely  bound  together  with  false  membranous  bands.  The  tumor 
had  no  pedicle,  and  though  most  carefully  removed  there  were  no 
connections  found  other  than  such  as  had  been  set  up  through  peri- 
toneal irritation.  The  abdominal  cavity  did  not  contain  any  dropsi- 
cal effusion.  The  entire  mass  being  removed,  together  with  the 
liver,  to  which  it  was  adherent,  the  right  kidney  was  found  so  en- 
tirely degenerated  into  encephaloid  matter,  and  so  closely  incorpora- 
ted with  the  tumor,  that  nothing  but  a  most  careful  dissection  could 
have  detected  its  true  nature.  It  was  enlarged  to  double  the  usual 
size,  and  no  vestige  of  its  proper  structure  remained;  the  vessels 
were  however  found  entering  the  hilus,  and  the  supra-renal  capsule, 
also  affected  with  encephaloid  cancer,  was  in  its  usual  position,  and, 
in  size  and  shape,  bore  a  resemblance  to  a  very  large  chesnut. 

In  the  large  tumor,  which  appeared  to  have  its  origin  in  the  lym- 
phatic glands  of  the  hilus,  were  some  cysts,  filled  with  a  grumous 
matter  or  with  a  semi-transparent  jelly-like  substance.  The  great 
mass  was  a  homogeneous  and  soft  cancer,  breaking  down  in  most 
parts,  but  in  some  places  yet  as  hard  as  cheese.  The  tumor  was 
rounded,  and  about  four  inches  thick,  where  it  lay  in  the  loins  on  the 
right  side,  and  gradually  became  more  thin  toward  the  left  margin, 
where  it  dipped  beneath  the  stomach,  surrounding  the  aorta  and 
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vena  cava,  in  one  portion  of  which  cancerous  matter  was  found. 
The  extreme  breadth  of  the  tumor  was  nine  inches. 

The  lower  margin  of  the  liver  was  cancerous  where  the  tumor 
came  in  contact  with  it,  and  some  other  small  cancerous  tubera  were 
found  on  its  surface.  The  gall-bladder  contained  many  calculi.  On 
the  surface  of  the  lower  lobe  of  the  left  lung  were  several  tubera, 
and  one  as  large  as  a  small  apple.  The  heart,  left  kidney,  spleen, 
right  lung,  and  other  parts  were  healthy,  and  free  from  all  ti-aces  of 
disease. 

Case  II. — Enormous  malignant  disease  of  the  left  kidney.     (Lancet, 

1856,  I,  626.) 

J.  B.,  aged  six  years,  was  admitted  into  the  Middlesex  Hospital, 
uuder  Dr.  Hawkins,  May  29,  1855.  J.  B.,  born  of  healthy  parents, 
was  one  of  a  family  of  ten  children,  of  which  five  were  still  living, 
the  others  having  died  of  acute  infantile  diseases.  When  the  child 
was  six  weeks  old  his  mother  noticed  that  both  left  extremities  were 
larger  than  the  right;  the  skin  was  looser,  and  the  muscles  she  de- 
scribes as  being  less  firm  than  those  of  the  opposite  side.  She  was 
so  struck  with  the  difference  that  she  consulted  a  medical  man  about 
it.  At  three  years  of  age  the  child  had  hooping-cough,  and  shortly 
after,  measles,  but  he  never  had  scarlet  fever.  The  abdomen,  the 
mother  believes,  was  always  rather  larger  than  could  be  considered 
natural,  but  this  had  not  been  to  a  marked  extent.  With  these  ex- 
ceptions, the  child  had  fair  health  until  the  middle  of  April,  1855, 
(six  weeks  before  admission),  when  he  was  suddenly  seized  with 
sickness;  and  from  his  appearance  the  mother  believed  him  to  be 
very  ill,  and  though  far  better  on  the  following  day,  so  much  so  as 
to  be  able  to  walk  out  of  the  house,  he  did  not  regain  his  appetite 
for  about  a  week.  During  this  illness  the  mother  accidentally  dis- 
covered a  tumor  in  the  upper  part  of  the  left  side  of  the  abdomen. 
It  then  appeared  to  be  almost  circular,  and  about  two  inches  in 
diameter.  It  was  not  perceptible  to  the  eye,  but  its  lower  margin 
could  be  distinctly  felt;  it  was  very  hard,  but  not  painful,  nor  did 
moderate  pressure  cause  any  inconvenience.  She  believes  that  it 
gradually  increased  in  size  after  she  first  discovered  it,  till  she 
brought  the  child  to  the  hospital,  and  during  this  time  she  noticed 
that  he  had  quite  regained  his  appetite,  which  had,  in  fact,  become 
voracious,  and  though  he  appeared  fatigued  after  moderate  exercise, 
he  was  able  to  walk  without  effort. 

State  on  admission. — Rather  emaciated;  abdomen  very  much 
swollen,  especially  on  the  left  side,  where  the  veins  were  enlarged 
and  tortuous;  the  left  extremities  were  considerably  larger  than  the 
right,  owing  to  the  soft  parts  being  much  firmer  and  the  muscles 
apparently  better  developed;  there  was,  however,  no  difference  in 
length.  Upon  manipulation,  a  tumor  could  be  felt,  of  somewhat 
globular  form,  about  three  inches  in  diameter,  occupying  part  of  the 
left  lrypoehondriac,  left  lumbar,  and  umbilical  regions;  its  lower 
margin  was  well  defined,  but  its  upper  boundary  could  not  be  ascer- 
tained— the  dulness  on  percussion,  which  was  complete  over  all  parts 
of  the  tumor,  being  there  continuous  with  that  of  the  spleen.     The 
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patient  ate,  drank,  and  slept  well,  was  able  to  sit  up  the  greater  part 
of  the  day,  walked  frequently  up  and  down  stairs,  and  did  not  com- 
plain of  pain. 

From  this  time  the  patient  continued  under  observation  until  his 
death,  a  period  of  nearly  twelve  months.  The  tumor  continued 
rapidly  to  grow,  until  it  attained  enormous  proportions.  On  the  1st 
of  August,  the  following  note  was  taken:  "The  tumor  extends  half 
an  inch  below  the  umbilicus,  and  about  the  same  distance  to  tbe 
right  of  the  mesian  line;  the  abdomen  generally  is  much  more  swol- 
len, and  tbe  veins  are  much  larger.  The  patient  walks  about  the 
garden  for  an  hour  or  two  every  day,  and  though  taking  a  large 
quantity  of  food,  and  eating  verjT  frequently,  is  daily  becoming  more 
emaciated.  He  appears  to  suffer  no  inconvenience,  except  that 
caused  by  the  bulk  of  the  tumor,  the  large  size  of  the  abdomen  being 
such  as  to  impede  progression.  He  complains  of  thirst,  and  evinces 
a  desire  to  drink  frequently  of  cold  water.  The  bowels  act  with 
regularity;  and  the  urine,  which  is  frequently  voided,  and  in  quan- 
tity rather  above  the  natural  standard,  presents  no  abnormal 
appearances." 

The  patient  continued  to  go  about  till  September,  and  to  walk  up 
and  down  one  flight  of  stairs  to  and  from  the  ward  without  assist- 
ance. About  the  middle  of  the  month,  after  having  spent  some  time 
in  the  garden  of  the  hospital,  he  fancied  himself  unable  to  get  back, 
and  was  then  for  the  first  time  carried  upstairs.  After  this,  he  was 
almost  constantly  confined  to  his  bed.  The  tumor  gradually  in- 
creased in  size  until  his  death ;  for  some  time  previous  to  which,  in- 
distinct fluctuation  could  be  felt  in  some  parts  of  it.  The  abdomen, 
about  the  middle  of  December,  measured  in  circumference  36  inches, 
and  at  the  end  of  March  upwards  of  42  inches.  For  the  last  two 
months  he  suffered  much  from  dyspnoea;  and  for  the  last  three 
weeks,  had  constant  orthopncea,  and  daily  increasing  oedema  of  the 
left  leg.  The  appetite,  however,  remained  inordinate  till  the  last; 
and  the  bowels,  which  had  continued  to  act  regularly  till  within  a 
short  time  of  his  death,  had  recently  become  somewhat  constipated. 
He  sank  gradually,  and  died  April  7th,  1856. 

The  annexed  admirable  drawing  of  the  patient  was  taken  shortly 
before  death,  by  Mr.  J.  Laurence,  and  kindly  placed  by  him  at  my 
disposal. 

Autopsy,  fifty-four  hours  after  death. — The  whole  of  the  abdomen, 
except  the  right  inguinal  region,  was  occupied  by  a  large  globular 
tumor,  anteriorly  firmly  adherent  to  the  parietes,  and  covered  by 
peritoneum;  posteriorly,  lying  in  contact  with  the  psoas  muscle; 
the  small  intestines  were  thrust  down  to  the  right  inguinal  region; 
the  spleen  and  liver  were  driven  upwards  into  the  thorax:  the 
whole  of  the  transverse  colon  was  firmly  adherent  to  the  tumor;  and 
a  portion  of  the  descending  colon,  which  ran  along  the  front,  was 
for  a  short  distance  imbedded  in  it.  The  tumor,  when  removed  from 
the  body,  weighed  thirty-one  pounds.  Traces  of  kidney  structure 
could  be  recognized,  as  if  spread  out  over  the  entire  substance; 
large  masses  of  medullary  cancer  were  visible  on  its  surface.  Upon 
section,  the  centre  was  found  to  be  occupied  by  several  pints  of 
dark,  thick  fluid,  floating  in  which  were  several  fragments  of  the 
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broken-down  cancerous  mass;  the  more  solid  portions  varied  incon- 
sistence from  that  of  firm  medullary  cancer  to  gelatinous  matter  in 

Fig.  50. 


Enormous  cancer  of  the  left  kidney.    Case  of  J.  B.    From  a  drawing  by  J.  Z.  Laurence. 

a  semifluid  state,  large  masses  of  it  being  found  in  every  stage  of 
degeneration ;  the  kidney  on  the  opposite  side  was  much  enlarged. 
ISTo  cancerous  deposit  was  found  in  any  of  the  other  viscera.1 

Diagnosis. — "We  have  seen  that  in  nearly  all  cases  of  primary 
cancer  of  the  kidney,  a  palpable  tumor  exists  in  the  flank. 
If  profuse  hematuria  coexist  with  such  a  tumor,  scarcely  a 
doubt  can  remain  as  to  the  seat  and  nature  of  the  disease.2 


1  Some  further  particulars  of  the  post-mortem  appearances  in  this  ease  are  sup- 
plied by  Dr.  Van  der  Byl  (Path.  Soc.  Trans,  vol.  viii). 

2  The  coexistence  of  these  two  symptoms  is  not,  however,  absolutely  diag- 
nostic of  renal  cancer.  "  In  a  case  of  enormous  enlargement  of  the  spleen  (leu- 
cocythyemic)  recently  in  the  Manchester  Infirmary,  there  was  profuse  hematuria 
for  several  days.  After  death,  some  months  subsequently,  the  kidneys  and  blad- 
der were  found  perfectly  healthy. 
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Bat  when  there  is  no  hematuria,  the  diagnosis  becomes  more 
difficult;  indeed  there  is  scarcely  any  morbid  condition  which 
has  been  so  frequently  misapprehended.  Renal  cancer  has  been 
generally  mistaken  for  enlargements  of  the  surrounding  organs 
— of  the  liver,  spleen,  ovary,  or  uterus ;  but  sometimes  for 
ascites,  aneurism  of  the  aorta,  or  perinephritic  abscess.  It  has 
also  been  mistaken  for  tumors  of  the  kidney  of  a  different 
character — for  pyonephrosis,  hydatids,  cystic  degeneration,  and 
hydronephrosis.  Some  of  these  errors  were  doubtless  unavoid- 
able ;  but  most  of  them  arose  from  an  imperfect  knowledge  of 
the  diagnostic  marks  of  renal  tumors,  and  from  the  undue 
weight  attached  to  the  absence  of  hsematuria.  As  a  positive 
sign,  associated  with  abdominal  tumor,  hsematuria — profuse, 
spontaneous,  and  recurrent — is  of  the  highest  significance :  but 
its  absence  signifies  comparatively  little.  In  more  than  half 
the  cases  collected  by  me,  hsematuria  was  wholly  absent  from 
first  to  last;  and  in  those  cases  in  which  hsematuria  wa>  noted, 
intervals  of  many  weeks  or  months  elapsed  in  several  of  them, 
during  which  the  urine  was  perfectly  normal. 

In  those  numerous  cases,  therefore,  in  which  the  observer 
derives  no  help  from  the  examination  of  the  urine,  he  must  rely 
on  his  skill  to  ascertain  the  anatomical  relations  and  nature  of 
the  abdominal  tumor.  In  prosecuting  this  inquiry,  he  will 
especially  endeavor  to  eliminate  tumors  of  the  liver,  spleen,  and 
ovaries — these  being,  from  their  comparative  frequency,  the 
most  likely  to  lead  astray. 

If  the  intumescence  occupy  the  right  side,  it  may  be  distin- 
guished from  hepatic  tumor,  especially  when  not  very  large,  by 
the  possibility  of  tracing  its  upper  limits  below  the  margins  of 
the  ribs;  the  side  of  the  hand  can  generally  be  so  inserted  at 
the  edge  of  the  ribs,  that  the  tumor  can  be  clearly  felt  to  lie 
below  it,  and  the  liver  above  it.  Along  this  line  a  coil  of  intes- 
tine usually  lies,  and  yields  a  tympanitic  sound  on  percussion. 
This  sign  is  lost,  however,  when  the  renal  growth  contracts  ad- 
hesions to  the  under  surface  of  the  liver;  also  when  it  projects 
disproportionately  into  the  right  hypochondrium,  and  displaces 
the  right  lobe  of  the  liver.  When  this  is  the  case,  assistance 
may  be  obtained  by  feeling  for  the  thin  margin  of  the  liver  as 
it  lies  applied  to  the  abdominal  wall.  Another  important  sign 
in  such  a  case  is  the  position  of  the  colon.     Hepatic  tumors 
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have  no  intestine  in  front  of  them  (unless  there  be  malposition 
of  the  viscera),  and  yield  a  dull  note  over  their  entire  surface. 
Renal  tumors,  on  the  other  hand,  have  the  ascending  colon  in 
front,  passing  obliquely  from  below  upwards  and  to  the  left; 
and  the  passage  of  flatus  along  the  gut,  or  the  clear  percussion 
note  over  it,  will  rarely  fail  to  detect  its  position. 

A  splenic  enlargement  is  distinguished  by  the  following 
signs :  absence  of  the  descending  colon  in  front ;  its  rigid, 
somewhat  thin,  borders  (not  rounded) ;  its  extension  upwards 
under  the  ribs ;  its  mobility ;  generally,  a  tympanitic  note  is 
obtained  in  the  extreme  left  lumbar  region ;  often,  on  deep  per- 
cussion, a  bowel  sound  is  perceived  through  its  substance,  which 
is  not  thick  (a  renal  tumor  is  absolutely  dull  on  the  deepest 
percussion);  antecedent  history  of  ague  or  remittent  fever,  or 
evidence  of  leucocythsemia  on  examination  of  the  blood;  the 
direction  of  the  enlargement  is  downwards  and  inwards  to  the 
epigastrium  and  umbilicus,  and  not  toward  the  iliac  fossa.  It 
also  rises  higher  toward  the  axilla  than  a  renal  growth.  When 
the  latter  rises  from  the  upper  and  fore  part  of  the  kidney,  and 
pushes  forwards  and  upwards  rather  than  downwards,  the  diag- 
nosis becomes  very  difficult,  and  depends  mainly  on  the  absence 
or  presence  of  the  colon  in  front  of  the  enlargement,  and  hints 
derived  from  the  previous  history,  or  the  state  of  blood  on 
microscopic  examination. 

When  the  tumor  presses  forwards  and  downwards  towards  the 
umbilicus  and  the  pubic  and  iliac  regions,  it  is  apt  to  be  mis- 
taken for  ovarian  tumor.  The  commemorative  symptoms  may 
here  yield  valuable  information,  though  the  statements  of  pa- 
tients on  such  points  are  always  to  be  accepted  with  reserve. 
An  ovarian  growth  begins  in  the  iliac  fossa,  and  ascends;  a 
renal  growth  begins  in  the  flank  between  the  ribs  and  the  crest 
of  the  ilium,  and  descends.  An  ovarian  tumor  has  no  bowel 
in  front  of  it,  and  the  bowels  are  pushed  into  the  lumbar  re- 
gion, where  a  clear  sound  can  be  elicited — exactly  in  the  spot 
where  the  dulness  is  most  complete  when  the  tumor  arises  from 
the  kidney.  This  last  sign  also  serves  to  distinguish  uterine 
from  renal  enlargements. 

An  encephaloid  kidney  can  only  be  confounded  with  ascites 
when  it  is  extremely  soft,  and  fills  the  entire  abdomen.  The 
two  conditions  may  be  distinguished  by  the  circumstance,  that 

29 


450  CANCBE    OF    THE    KIDNEY. 

in  ascites  both  flanks  are  dull,  whereas  in  renal  tumor  one  is 
dull  and  the  other  resonant. 

When  the  tumor  has  been  satisfactorily  made  out  to  be  con- 
nected with  the  kidney,  there  still  remain  difficulties  in  de- 
ciding its  nature.  Malignant  growths  generally  give  a  distinct 
impression  of  their  solid  structure.  This  distinguishes  them 
from  hydatid,  purulent,  and  hydronephrotic  cysts;  but  the  con- 
sistence of  the  tumor  is  often  very  difficult  to  appreciate ;  if  it 
be  small  and  deep-seated,  and  the  abdominal  walls  thick,  the 
sense  of  fluctuation  in  a  fluid  cyst  may  be  exceedingly  obscure ; 
on  the  other  hand,  encephaloid  tumors  sometimes  yield  a 
quasi-fluctuation  which  is  very  deceptive.  In  these  doubtful 
cases  the  presence  of  pus,  or  blood,  or  hydatids  in  the  urine,  of 
rigors,  of  nephritic  colic,  or  of  cancerous  cachexia,  supplies 
hints  which  incline  the  judgment  in  this  or  that  direction. 

Prognosis. — The  ultimate  termination  is,  of  course,  always 
fatal.  In  judging  of  the  probable  survivorship  of  the  subjects 
of  renal  cancer,  the  age  of  the  patient  is  of  great  importance ; 
the  mean  duration  of  the  disease  is  at  least  three  times  as  great 
in  adults  as  in  children.  There  is,  however,  nothing  like  exact 
proportion  observecl  in  this  respect.  In  a  girl  of  twenty-one, 
whose  case  is  described  by  LangstafF,  the  disease  lasted  (with 
hematuria)  for  six  years.  Contrary  to  what  might  have  been 
expected,  the  occurrence  of  hsematuria  does  not  appear  to 
hasten  the  final  catastrophe ;  the  mean  duration  is  almost  ex- 
actly the  same  in  the  hemorrhagic  cases,  as  in  those  in  which 
the  urine  was  throughout  normal. 

The  disease  appears  in  some  cases  to  become  dormant  for  a 
while,  making  no  appreciable  progress  for  many  months.  In 
an  instance  of  this  kind  recorded  by  Dr.  Brinton,  the  stationary 
condition  (which  Dr.  B.  had  flattered  himself  might  pass  into 
permanent  obsolescence)  came  suddenly  to  an  end,  with  death 
of  the  patient,  through  copious  hemorrhage  into  the  tftmor. 
(Brit.  Med.  Journ.,  June  13th,  1857.) 

Treatment. — The  management  of  a  disease  so  hopeless  is  a 
melancholy  duty.  When  the  tumor  is  painless,  and  the  urine 
natural,  there  is  little  for  the  practitioner  to  do  beyond  placing 
the  patient  in  favorable  hygienic  circumstances.  When  the 
tumor  is  tender,  or  there  are  signs  of  local  inflammation  in  its 
vicinity,  warm  baths  or   emollient  applications  may  be  used 
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from  time  to  time.  It  may  be  doubted  whether  it  is  prudent 
to  interfere  with  a  moderate  hematuria.  The  losses  of  blood 
do  not  on  the  whole  act  disadvantageously.  When,  however, 
the  hemorrhage  becomes  excessive,  means  must  be  used  to 
control  it.  Ice  may  be  applied  to  the  tumor,  and  acetate  of 
lead  or  gallic  acid  administered  internally.  The  clots  which 
form  in  the  ureter  and  bladder  sometimes  occasion  the  most 
poignant  suffering  by  blocking  up  the  urethra,  and  causing  re- 
tention of  urine.  The  impacted  masses  should  be  pushed  back 
into  the  bladder  by  means  of  a  catheter,  and  the  coagula  broken 
up  by  washing  out  the  organ  with  warm  water. 

As  the  disease  advances,  severe  constitutional  irritation  sets 
in,  which  requires  to  be  palliated  by  opiate  and  other  anodyne 
medicines.1 

B. — SECONDARY    CANCER    OF   THE   KIDNEY. 

Secondary  cancerous  deposits  occur  in  the  kidneys,  in  the 
form  of  nodules  varying  from  the  size  of  a  pea  to  that  of  a 
marble  or  walnut.  Ten  or  twenty  such  nodules  are  not  unfre- 
quently  found  scattered  through  the  cortical  substance :  the 
intervening  renal  tissue  shows  no  sign  of  disease ;  the  urine  is 
normal,  and  no  pain  or  other  symptom  betrays  their  presence 
during  life.  The  following  case  offers  an  example,  marked  by 
some  very  unusual  incidents,  of  extensive  cancerous  disease  of 
the  urinary  organs,  involving  primarily  the  bladder  and  its 
vicinity,  extending  thence  to  both  kidneys,  of  which  the  right 
was  undergoing  sacculation  from  compression  of  the  corres- 
ponding ureter  by  the  cancerous  mass  at  the  base  of  the 
bladder. 

In  January,  1862,  I  was  requested  by  Dr.  Crompton  to  see  with 
him  a  shopkeeper,  aged  38,  who  was  then  suffering  from  hematuria 
and  paralysis  of  the  bladder.  The  patient  gave  the  following  ac- 
count of  himself :  Three  years  previously,  without  known  cause,  he 
had  an  attack  of  hematuria,  accompanied  with  excessively  frequent 

1  A  curious  case  is  reported  in  the  Philadelphia  Medical  and  Surgical  Ex- 
porter for  1861,  p.  126.  A  man  of  58  had  had  a  tumor  in  the  right  hypochon- 
drium  for  six  years.  It  was  supposed  to  be  "cystic  disease"  of  the  liver  ;  and 
his  surgeons  deliberately  proceeded  to  remove  it  by  operation.  The  tumor  (which 
weighed  2£  lbs.)  was  accordingly  removed,  but  on  examination  it  proved  to  be 
the  right  kidney,  wholly  converted  into  an  encephaloid  mass.  The  patient  sur- 
vived fifteen  days. 
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micturition,  pains  in  the  back  and  bottom  of  the  belly,  but  without 
vomiting  or  retraction  of  the  testicle.  These  symptoms  passed  off, 
under  medical  treatment,  in  two  months,  and  (apparently^  complete 
recovery  soon  ensued. 

After  an  interval  of  three  years,  during  which  the  patient's  health 
continued  in  every  respect  undisturbed,  the  present  attack  abruptly 
commenced.  The  patient  was  seized,  six  weeks  before  my  visit, 
with  violent  pains  in  the  loins  and  hypogastrium,  accompanied  by 
painful  and  excessively  frequent  micturition  and  bloody  urine.  All 
these  symptoms  came  on  simultaneously.  There  was  neither  sick- 
ness nor  vomiting.  The  attempts  to  void  urine  were  incessant — 
every  ten  or  fifteen  minutes  during  the  day,  and  so  constant  at  night 
that  the  patient  scarcely  obtained  any  sleep.  Matters  continued 
thus  for  three  weeks;  the  patient  meanwhile  did  not  keep  his  bed, 
and  he  attended,  as  well  as  he  was  able,  to  his  duties  in  the  shop. 

But  a  new  train  of  symptoms  now  showed  themselves.  The  in- 
cessant micturition  was  succeeded  by  a  total  inability  to  empty  the 
bladder,  and  the  legs  and  belly  began  to  swell  rapidly.  At  this  con- 
juncture Dr.  Crompton's  aid  was  obtained.  On  examining  the  pa- 
tient he  found  considerable  ascites,  anasarca  of  the  lower  extrem- 
ities, and  retention  of  urine.  Three  pints  of  a  sanguinolent  urine 
were  immediately  withdrawn  by  catheter  from  the  distended  blad- 
der; the  patient  was  directed  to  keep  his  bed,  and  treated  with  alka- 
line diluents  and  nightly  sedatives.  Great  relief  followed  this  treat- 
ment, but  the  patient  still  continued  unable  to  void  a  drop  of  urine 
spontaneously,  and  catheterism  had  to  be  practised  twice  a  day. 

His  condition  at  the  date  of  my  visit  was  as  follows :  There  was 
extreme  pallor  of  the  surface ;  considerable  emaciation ;  no  pyrexia ; 
the  tongue  was  moist,  slightly  furred.  The  legs  were  no  longer 
cedematous,  but  considerable  ascites  still  remained.  The  bladder 
was  distended  almost  to  the  umbilicus ;  there  was  no  pain,  and  the 
loins  were  not  sensitive  to  pressure;  nor  was  there  any  tumor  to  be 
felt  in  the  renal  region ;  the  movements  of  the  patient  were  active, 
and  he  was  cheerful  and  lively. 

About  a  quart  of  bloody  urine  was  removed  by  catheter.  A  little 
pure  blood  came  through  the  instrument  first,  then  almost  clear 
urine,  and  as  the  bladder  became  empty,  the  urine  again  became 
ruddy,  the  last  few  drops  being  almost  pure  blood.  Dr.  Crompton 
stated  that  a  little  bleeding  always  followed  the  morning  and  even- 
ing catheterism. 

A  careful  examination  of  the  urine  yielded  the  following:  It  was 
feebly  alkaline  from  fixed  alkali  (derived  from  medicine) ;  sp.  grav. 
1007 ;  on  standing,  the  blood-corpuscles  subsided,  and  formed  a  very 
red,  slightly  clotted  layer  at  the  bottom  of  the  urine-glass.  Under 
the  microscope  there  were  found,  in  addition  to  the  blood-disks,  a 
few  corpuscles  with  cleft  nuclei — probably  pale  blood-corpuscles — 
but  no  renal  elements — neither  epithelium,  nor  casts,  nor  any  suspi- 
cious (quasi-cancerous)  cells  of  any  sort,  though  diligently  looked 
for.  The  proportion  of  albumen  was  no  more  than  corresponded  to 
the  blood  present. 

The  patient  from  this  time  gradually  but  steadily  improved.     The 


OF    THE    KIDNEY.  453 

bladder  slowly  recovered  the  power  to  expel  its  contents;  the  urine 
became  less  and  less  bloody,  and  finally  clear,  and  free  from  albumen. 

Bight  months  afterwards  (August  26,  1862)  the  patient  waited  on 
me.  He  was  still  pale  and  thin,  but  reported  himself  well,  and  had 
for  the  last  six  months  been  able  to  pursue  his  avocation. 

I  heard  nothing  more  of  the  case  until  June  22,  1863,  when  I  was 
summoned  to  visit  the  same  man  with  Dr.  ISTesfield,  under  whose 
care  the  patient  came  after  Dr.  Crompton's  departure  from  town. 
I  found  him  in  a  desperate  condition — emaciated  to  a  skeleton ;  so 
weak  that  he  could  not  turn  in  bed,  nor  raise  his  bead  from  the  pil- 
low. There  was  no  anasarca  nor  ascites.  Great  pain  was  com- 
plained of  in  the  right  renal  region,  but  no  tumor  or  fulness  existed 
there.  The  urine  was  loaded  with  pus,  and  highly  ammoniacal. 
Six  days  after  the  patient  died. 

Autopsy. — On  opening  the  abdomen  and  pushing  aside  the  small 
intestines,  a  cancerous  mass,  half  as  large  as  the  fist,  was  found  impli- 
cating the  base  of  the  bladder,  especially  about  the  entrance  of  the 
right  ureter.  Within  the  viscus,  a  soft  sprouting  fungus,  of  the  size  of 
a  hen's  egg,  was  seen  springing  from  the  trigone  ;  it  was  rounded  in 
shape,  elevated  about  an  inch  above  the  level  of  the  mucous  mem- 
brane, and  very  red.  On  and  about  it,  occupying  the  inequalities  of 
its  surface,  lay  a  quantity  of  calcareous  or  phosj)hatic  matter,  depo- 
sited in  irregular  masses.  Small  masses  of  a  similar  nature  had 
been  observed  to  come  away  with  the  urine  for  some  weeks  before 
death. 

The  right  kidney  was  a  little  larger  than  natural ;  it  felt  flaccid 
and  hollowed.  On  section,  six  cancerous  nodules  as  large  as  mar- 
bles, and  several  smaller  ones,  were  counted  in  the  cortical  substance. 
None  of- these  were  softened,  nor  communicated  in  any  way  with 
the  pelvis  of  the  kidney.  The  organ  was  sacculated  to  a  considera- 
ble extent;  the  pyramids  were  in  great  part  absorbed,  and  the  re- 
mainder of  the  renal  structure  was  converted  into  a  reddish,  leathery 
substance.  The  pelvis  and  infundibula  were  much  dilated.  The 
ureter  was  enlarged  to  the  size  of  the  index  finger,  and  near  its 
entrance  into  the  bladder  its  calibre  was  almost  effaced  by  the  can- 
cerous mass  at  the  base  of  the  bladder,  through  which  it  passed. 
Broken  fragments  of  calcareous  matter  lay  scattered  in  the  dilated 
pelvis,  which,  together  with  the  ureter,  contained  a  quantity  of 
urinous  ammoniacal  pus. 

The  left  kidney  contained  eight  or  ten  nodules  similar  to  those  in 
the  right.  The  intervening  renal  tissue  was  perfectly  healthy;  the 
ureter  was  free,  and  the  pelvis  undilated. 

This  case  presented  several  points  of  difficulty.  At  the  time 
of  my  first  visit  the  symptoms  indicated  pretty  clearly  an 
affection  of  the  bladder :  and  as  no  stone  could  be  detected  on 
sounding,  and  no  pus  passed  with  the  urine,  the  probability  of 
the  existence  of  a  bleeding  fungus  seemed  strong.  The  other 
possibility  was  renal  calculus.  The  previous  history  favored 
the  latter  view ;  the  patient  had  recovered  perfectly  from  his 
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first  attack  of  hematuria  three  years  before — a  result  quite 
conformable  with  the  idea  of  renal  calculus,  but  much  less  so 
with  that  of  fungus  of  the  bladder.  Then  again,  how  explain 
the  ascites  and  anasarca?  They  could  not  be  attributed  to 
the  losses  of  blood  and  hydrsemia  consequent  thereupon,  for 
they  passed  away  before  the  hematuria  ceased.  It  appeared 
more  likely,  that  the  dropsical  symptoms  and  the  paresis  of  the 
bladder  were  companion  phenomena,  of  a  paralytic  nature, 
produced  by  the  reflex  results  of  the  antecedent  intense  irrita- 
bility of  the  bladder,  acting  upon  the  nerves  of  the  bladder 
and  of  the  bloodvessels  of  the  lower  half  of  the  body. 
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In  the  records  of  medicine  a  number  of  cases  may  be  found, 
in  which  the  kidneys  were  the  seat  of  adventitious  growths  of 
osseous,  fibrous,  fibro-fatty,  cartilaginous,  or  glandular  tissue. 
Generally  speaking,  such  growths  do  not,  unless  they  are  large 
enough  to  constitute  a  palpable  tumor  in  the  abdomen,  pro- 
duce any  appreciable  symptoms  during  life ;  and  they  offer 
more  of  a  pathological  than  clinical  interest.  They  are  all 
extremely  rare. 

1.  Osseous  growths. — Mention  has  already  been  made  of  the 
ossification  which  sometimes  takes  place  in  the  fibrous  septa 
which  separate  the  compartments  of  a  sacculated  kidney  (see 
p.  383). 

Sometimes  a  fibrous  or  cartilaginous  tumor  grows  in  the 
substance  of  the  kidney,  and  subsequently  ossifies,  transform- 
ing a  large  part  of  the  organ  into  a  bony  mass.  The  tunica 
propria  has  also  been  known  to  undergo  ossification.  Rayer 
states  that  Dr.  Elliotson  sent  to  him  two  bony  shells  formed 
by  the  ossified  tunica  propria  and  pelvis  of  the  kidney,  taken 
from  a  man  who  died  with  symptoms  of  apoplexy. 

2.  Fibrous  and  fibro-fatty  growths. — Dickinson  and  Bristowe 
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have  each  recorded  a  case,  in  which  the  major  part  of  the  kid- 
ney was  replaced  by  a  morbid  growth,  composed  of  a  matrix 
of  fibrous  tissue,  in  the  interstices  of  which  were  soft  masses 
of  free  fatty  matter  uninclosed  in  cells.  In  Dickinson's  case 
the  tumor  weighed  6  lb.  7^  oz.,  and  formed  a  perceptible  tumor 
in  the  right  hypochondrium.  After  death,  a  coil  of  intestine 
was  found  in  front  of  the  tumor,  but  so  compressed  and  empty 
that  its  nature  was  not  likely  to  be  recognized  during  life. 

In  the  case  described  by  Godard,  the  lower  half  of  the  kidney 
was  converted  into  a  large  mass  of  ordinary  adipose  tissue.  A 
calculus  of  considerable  size  was  lodged  in  the  dilated  pelvis. 
A  somewhat  similar  transformation  is  described  by  Dr.  Hullett 
Browne,  complicated  with  calculus  pyelitis,  and  renal  fistula 
opening  in  the  left  loin.  (Path.  Soc.  Trans.,  xiii,  132.) 

Adipose  tissue  is,  in  other  cases,  deposited  in  great  quantity, 
not  in,  but  around  the  kidneys,  so  as  evidently  to  interfere  with 
their  functions.  In  the  museum  of  the  Manchester  School  of 
Medicine  there  is  a  preparation  in  which  a  pale  and  atrophied 
kidney  is  enveloped  in  a  firm  investment  of  dense,  granular, 
fibro-fatty  tissue,  fully  an  inch  thick.  The  same  tissue  pene- 
trates deeply  into  the  hilus,  so  as  to  compress  the  bloodvessels 
and  excretory  channels. 

3.  Lymphatic  growths. — Virchow,  Friedreich,  and  Bbttcher 
have  described  growths  or  deposits  in  the  kidneys  of  leucocy- 
thaemic  individuals,  similar  to  those  found  under  the  same  cir- 
cumstances in  the  spleen  and  lymphatic  glands. 

4.  Wagner  has  published  two  cases  in  which  one  kidney  was 
converted  into  a  large  tumor,  composed  apparently  of  a  com- 
bination of  epithelial  structure,  fibrous  tissue,  and  glandular 
(pancreatic)  sarcoma.  Both  were  female  children — one  nine 
months  and  the  other  eight  years  old. 
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Deposits  of  tubercle  in  the  kidney  may  be  primary  or  secon- 
dary. In  the  former  case,  the  kidney  and  its  appendages  are 
the  seat  of  extensive  disease,  which  runs  on,  attended  with  se- 
vere urinary  symptoms,  generally,  if  not  always,  to  a  fatal  con- 
clusion. In  the  latter  the  deposits  form  a  part-manifestation  of 
general  tuberculosis,  or  constitute  incidents  in  the  course  of 
primary  tubercle  of  the  lungs,  intestines,  or  some  other  organ ; 
secondary  deposits  rarely  give  rise  to  symptoms,  and  are  mostly 
unsuspected  until  the  autopsy. 

The  comparative  frequency  of  tubercle  in  the  kidney  may  be 
judged  of  by  the  following  numbers,  which  must  be  understood 
to  embrace  both  primary  and  secondary  deposits — the  latter 
being,  especially  in  children,  by  far  the  most  frequent.  Out  of 
1317  tuberculous  subjects,  examined  in  the  Pathological  Insti- 
tution of  Prague  (out  of  a  total  of  6000  bodies),  tubercle  in 
the  kidneys  was  found  74  times,  or  in  the  proportion  of  5.6  per 
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cent,  of  all  tuberculous  subjects.1  Among  315  tuberculous 
children,  Billiet  and  Barthez  found  tubercles  in  the  kidneys  49 
times,  or  in  the  proportion  of  15.7  per  cent.  From  these  stat- 
istics we  may  gather  that  the  kidney  is  nearly  three  times  more 
liable  to  deposits  in  tuberculous  children  than  in  tuberculous 
adults.2 

A. — PRIMARY   TUBERCLE    OF   THE   KIDNEYS. 

{Tuberculous  Pyelitis.) 

The  statements  made  in  the  following  pages  are  mainly  based 
on  an  analysis  of  31  cases,  most  of  which  are  derived  from  the 
sources  indicated  at  the  head  of  the  chapter. 

Morbid  anatomy. — The  disease  (which  always  implicates  more 
or  less  extensively  the  excretory  apparatus  as  well  as  the  gland 
itself)  begins  in  the  kidney,  and  extends  downwards  into  the 
pelvis,  ureter,  and  bladder;  or  it  begins  in  the  pelvis,  and 
spreads  upwards  into  the  kidney,  and  downwards  towards  the 
bladder;  or  all  these  parts  may  be  invaded  simultaneously  or  in 
quick  succession.  In  the  kidney,  the  deposit  begins  in  the  form 
of  gray  or  yellow  nodules  in  the  cortical  part;  these  afterwards 
coalesce  into  larger  masses  of  crude  tubercle,  and  extend  into 
the  pyramids.  These  masses  at  length  soften  in  the  centre,  and 
eventually  open  into  the  infundibula.  In  this  way  abscess-like 
cavities  arise,  with  anfractuous  boundaries  of  tuberculous  mat- 
ter, which  communicate  with  the  pelvis,  and  discharge  pus  and 
broken  masses  of  tubercle  into  the  stream  of  urine. 

In  the  pelvis  and  ureter,  the  deposit  first  begins  in  the  sub- 
mucous cellular  tissue,3  where  it  forms  a  rough,  granular,  semi- 
transparent  or  opaque  layer.  It  subsequently  softens  and  disin- 
tegrates, causing  extensive  destruction  of  the  superjacent  mu- 
cous membrane,  which  is  discharged  in  shreds  with  the  urine, 
mixed  with  pus  and  blood.  The  deposit  is  sometimes  so  abun- 
dant and  uniform  in  the  ureter,  that  the  tube  is  converted  into  a 
thick  rigid  cylinder,  of  which  the  available  bore  is  greatly  nar- 
rowed, or  even  altogether  obliterated.     In  a  specimen  submitted 

1  Prager  Vierteljahrsch.,  Bd.  1,  p.  1  (1856). 

2  I  omit  the  statistics  of  Dr.  Chambers,  because  there  are  some  discrepancies 
in  his  tables  which  I  have  been  unable  to  reconcile. 

3  See  an  observation  by  Dr.  Handfield  Jones,  in  the  first  vol.  of  the  Path.  Soc. 
Trans.,  p.  283. 
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to  me  by  Mr.  Leach  (case  to  be  presently  related),  the  interior 
of  the  pelvis  was  thickly  inerusted  with  calcareous  matter,  and 
one  of  the  ureters  was  completely  occluded  near  its  centre  by 
an  oval  mass  of  tubercle  about  the  size  of  a  horse-bean. 

Extensive  destruction  of  the  renal  tissue  eventually  takes 
place,  both  from  the  encroachment  of  the  tubercle-masses,  and 
from  sacculation  and  dilatation  of  the  organ  by  the  blocking  up 
of  the  ureter  (pyonephrosis).  Sometimes  no  vestige  of  the  se- 
creting tissue  remains;  but  more  commonly  certain  portions  are 
preserved,  and  these  may  present  a  moderately  healthy  appear- 
ance, or  be  far  advanced  in  degeneration.  In  other  cases  the 
ureters  are  open  and  dilated,  and  admit  free  passage  to  the 
urine,  pus,  and  tubercular  debris  ;  the  kidney  then  maintains  its 
normal  dimensions,  or  it  may  even  be  contracted. 

Actual  tumor  (pyonephrosis),  detectable  during  life,  is  men- 
tioned in  7  out  of  our  31  cases.  It  seldom  reached  great  dimen- 
sions, but  in  one  instance  related  by  Amnion,  it  filled  the  entire 
side  of  the  abdomen,  from  the  false  ribs  to  the  crest  of  the  ilium. 

The  disease  is  sometimes  limited  to  one  side,  but  much  more 
frequently  it  invades  both.  Out  of  28  cases  which  supply  infor- 
mation on  this  point,  the  two  sides  were  affected  in  17,  and  one 
side  alone  in  11  cases.  Of  the  latter,  the  right  kidney  was  af- 
fected six  times  and  the  left  five  times. 

In  addition  to  the  kidney  itself,  and  its  immediate  appendages 
(pelvis  and  infundibula),  the  disease  almost  invariably  involved 
the  ureter  (in  27  out  of  28  cases),  and  very  frequently  the  blad- 
der (in  19  cases).     The  urethra  was  involved  in  six  cases. 

In  the  male  sex,  the  disease  not  unfrequently  implicates  the 
generative  organs  (prostate  eight  times,  vesiculse  seminales  five 
times,  testicles  three  times);  but  it  is  otherwise  in  the  female 
sex.  In  only  one  instance  (to  be  presently  related)  out  of  nine 
females,  were  any  of  the  generative  organs  involved.1 

The  disease  very  rarely  runs  its  entire  course  without  the 
occurrence  of  tuberculous  deposits  in  other  and  unconnected 
parts  of  the  body.     Twenty-six  cases  were  examined  with  suf- 

1  The  mutual  independence  of  tuberculosis  of  the  urinary  and  generative  sys- 
tems in  the  female,  is  further  shown  in  a  converse  manner  by  Dittrich.  Out  of 
45  cases  of  tuberculosis  of  the  female  genital  organs,  he  only  found  one  in  which 
the  disease  also  implicated  the  urinary  organs.  (Arcbiv  der  Heilkunde,  1863,  p. 
304.)  Virchow  describes  an  additional  example  of  this  rare  conjunction,  in 
which  urinary  tuberculosis  was  associated  with  secondary  deposits  in  the  vagina. 
(Archiv  fur  Path.  Anat.,  Bd.  v,  p.  405.) 
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ficient  minuteness  to  supply  information  on  this  point.  The 
lungs  were  affected  25  times;  the  abdominal  glands,  13  times; 
the  intestines,  18  times;  the  osseous  system,  5  times;  the  peri- 
toneum, 4  times;  the  spleen,  3  times;  and  the  liver,  once. 

In  one  case  the  ulceration  (tuberculous)  in  the  bladder  opened 
a  communication  with  the  rectum  (Basham);  in  another,  a  vesico- 
vaginal fistula  resulted  from  a  similar  cause  (Mosler) ;  in  a  third, 
the  suppurated  kidney  burst  into  the  peritoneal  sac  (Lundberg, 
Schmidt's  Jahrb.,  Bd.  xci,  p.  74). 

Etiology. — The  direct  exciting  cause  of  renal  tubercle  is  gene- 
rally inscrutable.  Cold  is  the  cause  most  frequently  mentioned; 
the  patients  came,  in  several  instances,  from  conspicuously  tuber- 
culous families.  Men  are  more  liable  to  this  complaint  than 
women — in  the  proportion  of  18  of  the  former  to  11  of  the  latter. 
2^0  age  is  altogether  exempt.  The  youngest  case  noted  was  a 
child  of  three  years  and  a  half,  and  the  oldest  (mentioned  by 
Dittrich,  and  not  included  in  the  table)  was  a  man  of  seventy- 
one;  but  the  greater  number  occurred  in  the  middle  periods  of 
life.     The  following  table  gives  the  precise  ages  in  28  cases : 

From     0  to  10  years, 3  cases. 

"       10  "    20       " 4      " 

"       20  "    30       " 5      " 

"       30  "   40       " 9      " 

"       40  "    50       " 3      " 

"       50  "    60       " 2      " 

Symptoms. — The  symptoms  are  mainly  those  of  chronic  pye- 
litis conjoined,  in  a  considerable  majority  of  the  cases,  with  those 
of  chronic  cystitis.  The  complaint  begins  with  a  dull  pain  in 
one  or  both  lumbar  regions,  accompanied  with  frequent  mictu- 
rition. At  the  same  time  the  urine  becomes  turbid,  and  some- 
times mixed  with  blood.  When  the  disease  is  fully  established, 
the  urine  is  charged  with  a  large  quantity  of  pus,  which  forms 
a  thick,  yellowish  layer  at  the  bottom  of  the  vessel.  Blood  is 
also  usually  present,  either  in  microscopic  quantity,  or  suffi- 
ciently to  tinge  the  urine.  The  hematuria  is,  however,  never 
profuse;  in  several  instances  it  was  noted  that  small,  thready 
clots  of  blood  were  passed.  Under  the  microscope,  there  are 
found,  in  addition  to  the  pus-  and  blood-corpuscles,  a  number  of 
oval  and  irregularly  tailed  cells  from  the  bladder  and  upper 
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urinary  passages,  together  with  granular  debris,  broken  masses 
of  softened  tubercle,  shreds  of  connective-tissue  and  elastic  fibres. 

The  reaction  of  the  urine  is  feebly  acid.  Very  few  exceptions  * 
to  this  rule  exist,  and  those  are  due  to  ammoniacal  decomposi- 
tion of  the  urine  from  detention  in  some  part  of  its  course,  as 
in  Mosler's  case,  from  the  tumid  state  of  the  external  genitals. 
The  urine  is  necessarily  albuminous  from  the  presence  of  pus; 
but  usually  only  in  a  slight  degree.  Casts  of  tubes  are  only 
mentioned  once.  Micturition  is  always  excessively  frequent; 
often  dolorous.  In  one  of  Basham's  cases,  temporary  allevia- 
tion of  the  pains  followed  each  micturition :  this  has  not  been 
observed  in  other  cases. 

As  the  disease  advances,  great  emaciation  takes  place,  accom- 
panied with  hectic  fever,  sometimes  marked  by  chills  and  rigors 
of  tolerably  regular  recurrence.  Persistent  pains  are  felt  in  the 
back,  in  the  lower  part  of  the  abdomen,  and  often  along  the 
urethra. 

When  the  kidney  is  sacculated  and  enlarged,  so  as  to  form  a 
tumor  in  the  flank,  the  swelling  is  usually  painful;  it  may,  or 
may  not,  yield  distinct  fluctuation.  Sometimes  the  tumor  dis- 
plays variations  in  its  size :  it  enlarges  when  the  ureter  is  dam- 
med up  by  the  discharged  debris,  and  becomes  more  painful,  at 
the  same  time  the  quantity  of  pus  in  the  urine  diminishes ;  or, 
if  the  stoppage  be  complete,  temporarily  disappears.  Anon  the 
course  of  the  pus  and  urine  is  re-established,  and  the  tumor  sub- 
sides and  becomes  less  painful. 

In  the  progress  of  the  case,  or  towards  its  termination,  the 
lungs  and  intestines  generally  betray  the  advance  of  tuberculous 
disease.  Cough  and  oppression  of  the  chest,  or  incontrollable 
diarrhoea,  make  their  appearance.  Gastric  symptoms  (nausea, 
vomiting,  hiccough)  are  unusual;  but  in  some  cases,  as  in 
the  two  about  to  be  related,  they  are  a  marked  feature  of  the 
complaint.  The  absence  of  intestinal  tuberculosis,  accompanied 
with  obstinate  constipation,  appears  to  favor  their  occurrence. 

If  both  kidneys  are  affected,  the  extensive  destruction  of  se- 
creting tissue  is  liable  to  give  rise  to  ureemic  phenomena.  The 
quantity  of  the  urine  is  usually  below  the  average ;  but  excep- 
tionally, as  in  a  case  recorded  by  Dr.  Bisdon  Bennett  (Path.  Soc. 
Trans.  VHI,  284),  the  urine  is  abundant  and  of  low  specific 
gravity.     Usually  death  occurs  from  the  exhaustive  effects  of 
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the  protracted  and  profuse  suppuration,  or  from  the  severity  of 
the  pulmonary  or  intestinal  complications. 

The  two  following  cases  will  serve  as  illustrations  of  the 
course  of  the  disorder  and  of  the  general  appearances  found 
after  death.  The  first  occurred  in  the  practice  of  my  friend 
and  former  pupil,  Mr.  Leach,  who  kindly  furnished  me  with 
the  notes  of  the  case,  and  the  anatomical  preparations.  The 
second  is  from  the  clinique  of  Prof.  Kussmaul,  where  the  case 
was  carefully  watched  for  a  period  of  six  months. 

Case  I. —  Tubercle  in  both  kidneys,  ureters,  bladder,  and,  urethra;  in  the 
prostate  gland  and  vesicula?  seminales  :  also  in  the  lungs  and  mesen- 
teric glands. 

"W.  P.,  set.  53,  a  brewer,  had  been  ailing  three  years.  His  disease 
began  with  pain  and  difficulty  in  micturition.  The  urine  was  thick, 
and  sometimes  mixed  with  blood :  though  he  made  water  very  fre- 
quently, he  did  not  think  that  he  passed  an  excessive  quantity. 
Except  for  short  intervals,  he  had  suffered  from  the  same  symptoms 
for  the  last  three  years.  His  urine  had  been  occasionally  quite 
clear,  but  generally  thick,  and  often  dark.  He  had  never  com- 
plained of  much  pain  in  the  lumbar  region. 

About  nine  months  before  his  death,  the  patient  began  to  vomit 
frequently,  especially  after  taking  food  :  for  the  last  five  months 
vomiting  after  meals  had  been  constant,  frequently  accompanied 
with  pain  in  the  epigastrium. 

The  general  health  had  gradually  failed  during  the  last  three 
years ;  but  he  lost  flesh  and  strength  more  rapidly  during  the  last 
twelve  months.  He  worked  occasionally,  however,  up  to  six  months 
before  his  death.  For  many  months  he  had  felt  a  gnawing  pain 
just  over  the  pubes,  increased  by  pressure :  this  was  less  severe  dur- 
ing the  last  six  months  of  life. 

Five  months  before  his  death  the  edges  of  the  meatus  urinarius 
began  to  ulcerate,  and  the  ulceration  gradually  widened  the  orifice 
to  double  its  natural  size.  In  the  course  of  the  last  six  months  two 
small  abscesses  formed  in  the  scrotum,  both  of  which  were  opened, 
and  subsequently  healed. 

He  had  been  in  the  habit  of  taking  large  quantities  of  beer,  but 
not  much  spirits  :  he  contracted  gonorrhoea  many  years  ago,  but  he 
never  had  any  venereal  sores. 

About  a  week  before  his  death,  he  was  in  the  following  condition  : 
Emaciation  very  great;  countenance  sallow;  meatus  urinarius  much 
enlarged  and  ulcerated ;  severe  pain  is  felt  along  the  urethra  and  in 
the  glans  penis,  especially  after  voiding  urine.  The  ulceration  can 
be  seen  to  extend  for  a  depth  of  nearly  half  an  inch  into  the  ure- 
thra. The  urine  contains  abundance  of  pus  and  a  small  quantity  of 
albumen  ;  no  casts  were  found.  The  urine  is  passed  very  frequently, 
and  in  small  quantities.  He  vomits  after  everything  he  takes,  even 
after  simple  water,  or  a  little  brandy  and  water.     What  he  brings 
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up  is  a  brownish  liquid;  it  contains  no  sarcinse;  sometimes  a  little 
blood  comes  up;  but  he  thinks  it  is  derived  from  the  back  part  of 
the  nose,  where  he  feels  pain  and  rawness.  The  abdomen  is  fiat,  or 
rather  depressed  :  the  epigastrium  is  very  painful  on  pressure.  In 
the  right  hypochondrium  a  little  hard  mass  can  be  felt  on  deep  pal- 
pation, and  there  is  dulness  at  this  spot  on  deep  percussion.  There 
is  also  considerable  pain  on  pressure  in  the  hypogastric  region.  He 
complains  of  aching  pain  over  the  lower  ribs  on  both  sides.  The 
bowels  are  very  constipated,  and  have  been  so  for  some  time. 

The  day  before  his  death  he  vomited  a  considerable  quantity  of 
blood.  The  sickness  and  vomiting  were  somewhat  relieved  for  a 
short  time  by  effervescing  draughts,  with  morphia,  but  only  for  a 
day  or  two.  Afterwards  the  vomiting  became  continuous  :  he  vo- 
mited, or  attempted  to  vomit,  every  half  hour  or  so.  There  was  no 
delirium  till  the  day  before  his  death,  which  took  place  on  the  27th 
of  December,  1864. 

Autopsy. — Stomach  of  normal  size;  mucous  membrane  congested 
in  parts ;  no  thickening  of,  or  deposit  in,  the  walls  ;  pyloric  valve 
thickened  and  somewhat  contracted.  Liver  healthy.  Mesenteric 
glands  much  enlarged;  some  of  them  contained  small  cretaceous 
masses.  Lungs:  left  contracted  and  full  of  miliary  tubercles;  right 
contained  hard  masses  of  tubercle  at  apex. 

Kidneys — left  of  natural  size;  on  the  outside,  white,  slightly  raised 
spots  are  seen  through  the  fibrous  covering.  On  removing  the  lat- 
ter, the  surface  of  the  cortex  is  seen  marked  with  small  white  nod- 
ules, some  of  which  are  collected  into  patches ;  to  these  patches  the 
tunica  propria  is  tightly  adherent.  On  section,  several  large  cavi- 
ties are  opened  into,  containing  pus.  The  largest  of  these  is  situated 
in  the  upper  part  of  the  kidney,  and  is  lined  by  a  smooth  membrane, 
except  at  its  opening  into  the  pelvis,  where  some  calcareous  matter 
is  deposited.  All  the  other  cavities  open  into  the  pelvis ;  some  of 
them  have  irregular  anfractuous  boundaries  of  softening  tubercle  : 
these  likewise  are  more  or  less  completely  lined  with  calcareous 
matter,  composed  of  carbonate  and  phosphate  of  lime.  The  whole 
of  the  pelvis  is  incrusted  with  the  same  earthy  material,  which  can 
also  be  followed  for  some  distance  down  the  ureter.  In  the  cortical 
and  pyramidal  parts  of  the  kidney  intervening  between  the  cavities, 
the  renal  tissue  is  studded  with  soft  nodules  of  disintegrating  tuber- 
cle, varying  in  size  from  a  pin's  head  to  a  pea.  The  submucous  tis- 
sue of  the  pelvis  and  ureter  is  the  seat  of  a  thick  granular  layer  of 
gray  tuberculous  matter,  softened  in  parts;  the  ureter  is  thereby 
converted  into  a  thick,  rigid,  uneven  tube,  with  a  narrow  calibre. 

The  right  kidney  is  much  smaller  than  the  left.  The  pyramids  are 
occupied  by  abscess-like  cavities  full  of  pus.  The  septa  between  the 
pyramids  are  in  some  places  preserved,  in  others  partially  broken 
down.  The  pelvis  is  greatly  contracted,  almost  obliterated;  in  one 
or  two  places  there  are  nai*row  communications  between  the  sacs  of 
pus  in  the  pyramids  and  the  unobliterated  parts  of  the  pelvis.  The 
ureter  is  completely  occluded,  midway  between  the  kidney  and  the 
bladder,  by  an  oval  nodule  of  yellow  crude  tubercle  about  the  size 
of  a  hoi'se-bean. 

The  whole  of  the  mucous  membrane  of  the  bladder  is  strewed  with 
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deposits  of  tubercle.  These  are  sparsely  scattered  and  scanty,  ex- 
cept over  the  trigone ;  here  the  deposit  is  very  abundant,  in  the  form 
of  small  granulations  rather  larger  than  a  pin's  head.  A  few  simi- 
lar granulations  are  seen  in  the  prostatic  part  of  the  urethra. 

The  prostate  gland  is  somewhat  enlarged  on  the  under  surface,  and 
contains  two  small  tuberculous  nodules.  One  of  the  vesiculce  semi- 
nales  also  contains  softened  tuberculous  matter. 

Case  II. —  Tubercle  of  the  left  kidney,  pelvis,  and  ureter  ;  of  the  bladder 
and  urethra  ;  also  of  the  pericardium,  lungs,  peritoneum,  and  mesen- 
teric glands. 

A  needlewoman,  33  years  of  age,  strongly  built,  whose  father  seems 
to  have  died  of  phthisis,  took  cold  in  consequence  of  a  severe  wet- 
ting in  the  autumn  of  1859,  about  a  year  before  her  death.  Her  first 
symptoms  were  those  of  cystitis,  with  moderate  fever.  The  fever 
soon  disappeared;  but  the  pain  in  the  bladder,  which  radiated  up- 
ward into  the  left  loin,  and  the  urgency  and  burning  pain  of  mictu- 
rition, together  with  a  turbid  condition  of  the  urine,  remained,  and 
persisted  through  the  winter.  Impairment  of  digestion  and  emacia- 
tion were  also  observed. 

About  half  a  year  from  the  commencement  of  her  complaint,  fe- 
verishness  returned;  pain  and  urgency  of  micturition  increased,  and 
blood  appeared  in  the  urine.  From  this  time  (February,  1860),  the 
patient  became  the  object  of  exact  observation.  She  was  already 
markedly  emaciated,  pale,  with  a  hectic  flush  on  each  cheek;  she 
suffered  from  headache,  often  from  palpitation ;  the  appetite  was 
bad,  the  bowels  confined,  and  there  was  moderate  fever;  the  desire 
to  pass  water  was  constant,  and  the  pain  in  the  bladder,  shooting  into 
the  left  groin,  great.  The  urine  was  scanty,  tinged  with  blood,  with 
a  thick  deposit  of  pus  and  blood-clots.  The  urethra  was  somewhat 
swollen  and  tender;  and  after  micturition  the  bladder  still  contained 
several  ounces  of  unevacuated  urine.  These  symptoms  maintained 
themselves  without  essential  change  for  six  months,  until  she  died  on 
the  4th  of  September. 

The  loss  of  flesh  continued  without  interruption,  and  reached  an 
extreme  degree.  Hectic  fever  prevailed,  with  evening  exacerbations 
— the  temperature  rising  to  38.5 — 39.5  C,  and  sometimes  to  40  C. 
From  the  end  of  March,  severe  paroxysms  of  chills  and  rigors,  fol- 
lowed by  heat  and  sweating,  occurred  at  irregular  intervals.  At  the 
end  of  July,  night  sweats  and  bed-sores  were  noted. 

Gastric  symptoms  were  throughout  prominent.  They  increased 
and  diminished.  For  days  together  the  patient  would  suffer  from 
severe  epigastric  pains,  nausea,  vomiting,  and  disgust  of  food.  From 
the  end  of  May,  she  occasionally  suffered  from  paroxysms  of  hic- 
cough, lasting  several  hours.  In  the  last  months  of  life  she  was 
troubled  with  bilious  vomiting,  and  towards  the  end  she  had  diar- 
.rhcea. 

The  quantity  of  urine  was  invariably  scanty,  though  the  patient 
sometimes  drank  a  good  deal.  The  proportion  of  blood  in  the  urine 
gradually  diminished  from  the  beginning  of  March,  and  the  blood- 
clots  sometimes  were  absent  for  several  days,  yet  the  blood  never 
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disappeared  altogether.    The  quantity  of  pus  increased.    From  .May 
onward  there  appeared  occasionally  in  the  urine  sloughy  shreds  of 
cellular  tissue,  elastic  fibres,  swollen   bladder-epithelium,  and  little 
yellow  broken  masses  of  detritus.     On  the  8th  of  July,  some  epithe- " 
lial  renal  casts  were  for  the  first  time  discovered  in  tbe  urine. 

At  the  end  of  April  a  vaginal  examination  revealed  the  existence 
of  a  small  hard  swelling  at  the  base  of  the  bladder  (this  was  proved 
at  the  autopsy  to  be  due  to  a  tuberculous  thickening  at  the  point  of 
entrance  of  the  left  ureter). 

The  patient  began  to  complain  of  pains  in  the  chest  soon  after  her 
admission  into  hospital;  then  a  dry  cough  came  on,  and  later  on,  a 
slight  dulness  on  percussion  was  perceived  in  the  left  infra-clavicular 
region.  In  the  later  periods  she  also  complained  of  oppression  in  the 
chest ;  but  she  never  expectorated,  and  there  never  existed  any  of 
the  more  open  symptoms  of  pulmonary  tuberculosis. 

It  was  a  singular  and  inexplicable  circumstance,  that  a  short  time 
before  death  an  improvement  took  place,  which  lasted  several  daj'S ; 
all  the  pains  and  the  fever  disappeared,  the  appetite  returned,  and 
the  strength  was  so  far  restored  that  she  was  able,  unassisted,  to  sit 
up,  although  before  she  was  scarcely  able  to  turn  in  bed. 

Autopsy. — Emaciation  had  reached  the  most  extreme  degree.  The 
brain  and  its  membranes  were  healthy.  Some  tuberculous  granula- 
tions were  found  in  the  otherwise  healthy  pericardium  at  the  base  of 
the  right  auricle.  Heart  healthy.  The  lungs  and  pleura  were  stud- 
ded with  gray  and  yellow  granulations.  The  left  apex  contained 
several  gray  nodules  as  large  as  walnuts.  The  liver  contained  no  tu- 
bercle, but  its  peritoneal  investment  was  thickly  covered  with  gray 
granulations ;  the  organ  was  adherent,  by  its  convex  surface,  to  the 
abdominal  wall.  A  mass  of  tuberculous  glands,  as  large  as  a  pigeon's 
egg.  occupied  the  portal  fissure. 

The  peritoneum  covering  the  spleen,  intestines  and  mesentery  was 
thickly  covered  with  tuberculous  granulations.  The  mucous  mem- 
brane of  the  intestinal  canal  was  throughout  free  from  tubercle. 

The  right  kidney  was  itself  healthy,  together  with  its  pelvis  and 
ureter;  but  its  capsule  was  studded  with  miliary  tubercles. 

The  left  kidney  presented  its  usual  form  and  size,  but  its  capsule 
was  converted  into  a  thick  membranous  covering  which  inclosed  the 
degenerated  gland.  In  the  upper  half  of  the  organ  were  found  one 
large  and  two  smaller  cavities,  separated  incompletely  from  each 
other  by  undestroyed  renal  tissue.  These  cavities  were  filled  with 
a  greenish-yellow  mucopurulent  fluid,  and  their  anfractuous  walls 
were  composed  of  reddish  and  yellow  cheesy  deposit.  The  reddish 
and  yellow  materials,  in  the  form  of  smaller  and  larger  nodules,  were 
deposited  in  close  contact  with  each  other.  These  cavities  stood  in 
direct  continuation  with  the  mucous  membrane  of  the  pelvis,  which 
was  similarly  degenerated  and  thickened.  In  the  lower  half  of  the 
organ  was  another  and  a  larger  cavity,  similarly  constituted  with 
the  others,  and,  like  them,  communicating  with  the  pelvis. 

The  undestroyed  portions  of  the  kidney  had  a  pale  red  color,  and 
contained  in  the  lower  parts  of  the  gland  several  small,  roundish, 
grayish,  and  yellowish  cheesy  nodules.  The  coats  of  the  left  ureter 
were  several  lines  thick,  firm  and  rigid ;  the  mucous  membrane  tu- 
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mid,  friable,  yellowish,  and  the  seat  of  numberless  miliary  tubercles; 
in  many  places  the  ureter  was  superficially  eroded  into  roundish 
ulcers,  with  firm  raised  edges. 

The  walls  of  the  bladder  were  three  lines  thick ;  its  cavity  was 
contracted;  its  inner  surface  reddened,  and  riddled  with  ulcers 
having  tuberculous  margins.  The  peritoneal  surface  of  the  viscus 
was  studded  with  tubercles.  The  serous  coverings  of  the  generative 
organs  were  in  the  same  condition,  but  the  organs  themselves,  with 
the  exception  of  the  ovaries,  were  healthy.  The  ovaries  contained 
several  gray  tuberculous  nodules.  The  lumbar  glands  contained 
-cheesy  matter. 

The  duration  of  the  disease  varies  from  a  few  months  to  two  or 
even  three  years.  Only  11  out  of  our  31  cases  supply  moderately 
exact  information  on  this  point.  Four  died  under  six  months; 
three  in  six  to  twelve  months ;  three  in  one  to  two  years ;  and 
one  survived  three  years. 

The  diagnosis  of  tubercle  in  the  kidney  and  its  appendages 
turns  mainly  on  the  existence  of  signs  of  chronic  pyelitis,  joined 
with  collateral  evidence  of  tuberculosis,  and  the  absence  of  any 
other  assignable  cause  of  pyelitis  (calculi,  hydatids,  &c).  Ex- 
amination of  the  urine  furnishes  important  information;  not 
only  is  the  urine  abundantly  purulent,  but  it  also  contains  a 
quantity  of  granular  debris,  sometimes  mixed  with  broken  masses 
of  tuberculous  matter  (insoluble  in  acetic  acid),  shreds  of  con- 
nective tissue,  and  beautiful  meshes  of  elastic  fibres  from  the 
cast-off  patches  of  disintegrated  mucous  membrane.  The  se- 
verity of  the  general  symptoms — the  progressive  and  great 
emaciation  and  failure  of  strength — must  also  be  taken  into  ac- 
count. "When  evidences  of  pulmonary  phthisis  or  ulceration  of 
the  bowels  exist,  they  supply  a  valuable  indication;  but  it 
should  not  be  forgotten,  that,  although  tubercles  almost  invaria- 
bly exist  in  these  cases  in  the  lungs  or  intestines,  they  often  run 
a  latent  course,  or  are  not  in  a  sufficiently  advanced  stage  to  be 
clinically  detected. 

From  cancerous  pyelitis  (without  tumor)  the  diagnosis  is 
generally  established  without  difficulty  by  the  characters  of  the 
urine.  In  cancer,  the  urine  (if  not  normal)  is  bloody  rather  than 
purulent ;  in  tubercle,  it  is  always  immensely  purulent,  and  only 
slightly,  or  not  at  all,  bloody. 

It  need  scarcely  be  stated,  that  primary  tubercle  of  the  kidney 
is  not  capable  of  diagnosis  until  it  has  softened  and  commenced 
to  be  discharged. 
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The  prognosis  is  excessively  grave,  if  not  absolutely  fatal.  A 
hope  of  recovery  can  only  be  conceived  to  exist  in  those  cases 
(if  there  be,  indeed,  any  such)  in  which  the  deposits  are  confined 
to  one  kidney,  without  implicating  the  excretory  appendages. 
One  does  not  see,  a  priori,  why  tuberculous  masses  in  the  kidney 
should  not  be  evacuated  by  the  urinary  channels,  in  the  same 
way  that  similar  masses  in  the  lungs  are  sometimes  evacuated 
by  the  bronchial  tubes,  provided  the  tendency  to  the  deposition 
of  tubercle  be  arrested.  Kidneys  apparently  undergoing  a  pro- 
cess of  this  sort  have,  in  very  rare  instances,  been  found  in  the 
inspection  of  the  bodies  of  persons  who  bear  the  marks  of  past 
tuberculosis.  Dr.  Bennett  describes  a  case  in  which  it  appeared 
probable  that  such  a  train  of  events  had  taken  place.1 

If  the  disease  involve  both  sides,  or  implicate  the  bladder  and 
urethra,  or  be  complicated  with  pulmonary  or  intestinal  tuber- 
culosis, no  hope  of  a  favorable  issue  can  be  entertained. 

The  treatment  should  be  conducted  on  the  principles  which 
guide  the  management  of  tuberculous  diseases  elsewhere.  The 
strength  should  be  supported  by  cod-liver  oil,  mineral  acids,  and 
other  tonics,  combined  with  a  nutritious  diet  and  a  moderate 
allowance  of  stimulants.  Opiates  are  generally  required  to  in- 
sure rest  and  some  alleviation  of  pain.  These  means  may  be 
supplemented  by  the  occasional  use  of  the  warm  bath.  To 
check  excessive  secretion  of  pus,  the  muriated  tincture  of  iron 
may  be  given  in  doses  of  15  or  20  drops  thrice  a  day  (see  Treat- 
ment of  Chronic  Pyelitis,  p.  396). 

b. — secondary  tubercle  of  the  kidneys. 

Secondary  tubercle  is  deposited  in  the  kidneys  in  the  form  of 
minute  yellowish  nodules  and  granulations,  varying  in  size  from 
a  pin's  head  to  a  pea.  The  little  masses  are  scattered  over  the 
surface  and  through  the  interior  of  the  gland,  chiefly  in  the  cor- 
tical part.  In  places  they  run  together  into  groups  or  patches 
as  large  as  a  sixpence  or  a  shilling.  The  intermediate  parts  of 
the  kidney  are  either  altogether  healthy,  or  only  show  signs  of 
congestion  immediately  around  the  deposits.  "When  the  pyra- 
mids are  affected,  the  little  granulations  sometimes  evince  a  dis- 

'  Clin.  Lects.,  2d  ed.,  p.  734. 
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position  to  assume  a  linear  arrangement  parallel  with  the  straight 
ducts.  Such  deposits  are  not  uncommon  in  acute  general  tuber- 
culosis ;  much  less  frequent  in  persons  who  have  died  from  pul- 
monary or  intestinal  tubercle.  The  deposits  are  generally  con- 
fined to  the  substance  of  the  kidney,  without  participation  of  the 
pelvis  and  ureter. 

Secondary  tubercle  is  greatly  more  common  in  the  kidneys 
than  primary.  Out  of  91  cases  of  renal  tubercle  tabulated  by 
Dr.  Chambers,  76  were  secondary,  and  15  primary.  Both  kid- 
neys are  nearly  always  implicated  in  the  former. 

As  a  rule,  no  symptoms  referrible  to  the  kidney  are  observed 
during  life.  The  urine  presents  merely  febrile  characters,  and 
contains  neither  pus  nor  blood.  If,  however,  the  deposit  take 
place  with  excessive  rapidity,  pains  in  the  back  and  other  indi- 
cations of  renal  disturbance  may  occur.  In  the  following  case, 
by  Colin,  deposition  of  tubercle  in  the  kidneys,  occurring  in  the 
course  of  chronic  phthisis,  was  thus  diagnosticated  during  life. 

A  soldier,  aged  twenty,  suffering  under  chronic  phthisis,  was 
suddenly  seized  with  violent  lumbar  pains  accompanied  with  an 
intense  rigor.  Kext  day,  these  pains  were  so  violent  as  to  cause 
the  patient  to  cry  out ;  the  lumbar  muscles  were  in  a  state  of 
strong  contraction  and  exquisitely  tender.  There  was  high  fever, 
with  a  corresponding  state  of  the  urine.  Three  days  later,  acute 
meningitis  set  in,  which  destroyed  the  patient  in  four  days. 
The  autopsy  revealed  exudation  of  lymph  (but  no  tubercle)  on 
the  meninges ;  old  pulmonary  mischief,  with  recent  deposit  of 
miliary  granulations  in  the  lungs ;  the  spleen  was  studded  with 
similar  granulations.  The  kidneys  were  markedly  enlarged,  the 
capsule  easily  detached;  about  thirty  yellow  nodules,  as  large 
as  pin's  heads,  were  scattered  on  their  surface.  On  the  convex 
border  of  each  kidney  there  existed,  in  perfect  symmetry,  two 
whitish  patches  about  the  size  of  a  two-franc  piece,  composed  of 
an  aggregation  of  a  large  number  of  granulations  identical  with 
the  preceding.  Sections  of  the  organs  revealed  an  immense 
number  of  similar  granulations  scattered  in  the  cortical  sub- 
stance, and  to  a  less  degree  in  the  pyramidal  portion.  It  was 
calculated  that  each  kidney  contained  from  300  to  400  of  these 
granulations. — (Gaz.  Hebd.  x,  p.  39.) 


CHAPTER   XIII. 

ENTOZOA    IN  THE    KIDNEYS. 


The  parasitic  worms  which  infest  the  kidneys  are :  Echino- 
coccus  hominis  or  hydatid,  Bilharzia  hcematobia,  Pentastoma  denticu- 
latum,  and  Strongylus  gigas.  The  first  named  is  by  far  the  most 
common  in  these  latitudes ;  the  second  is  the  most  common  in 
Egypt,  Cape  of  Good  Hope,  and  certain  other  hot  countries; 
the  two  last  are  of  extreme  rarity.  Sometimes  intestinal  worms 
wander  into  the  kidneys  and  urinary  passages  {erratic  worms) ; 
and  in  some  notable  instances,  objects  which  were  not  parasites 
at  all,  or  which  were  parasites  wholly  foreign  to  the  human 
body,  have  been  described  and  figured  as  genuine  parasites  of 
the  urinary  organs  (sjmrious  worms). 
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Hydatids  in  the  kidneys  are  comparatively  rare;  they  are 
much  less  common  than  hydatids  in  the  liver  and  even  in  the 
lungs;  but  they  are  more  frequent  than  hydatids  in  the  other 
organs  and  tissues  of  the  body.1 

Natural  History. — A  hydatid  tumor  consists  of  an  adventi- 
tious outer  capsule,  composed  of  fibrous  tissue,  which  is  organ- 
ically connected  with  the  texture  of  the  organ  in  which  it  is 
situated.  Within  this,  and  unconnected  with  it  except  by 
contact,  lies  the  hydatid  cyst  itself.  This  latter  varies  in  size 
from  a  walnut  to  an  adult's  head.  The  cyst-wall  varies  in 
thickness,  according  to  the  size  of  the  cyst,  from  about  a  line 
to  a  tenth  of  a  line  or  less,  and  is  composed  of 
an  opalescent  tremulous  substance  resembling 
boiled  white  of  egg.  "When  examined  more 
closely,  it  is  found  to  have  a  laminated  struc- 
ture (Fig.  51),  and  to  be  composed  of  an  im- 
mense number  of  thin  lamellae  or  layers,  which, 
under  the  microscope,  exhibit  a  perfectly  homo- 
geneous structure.  Within  the  cavity  of  the  cyst 
a   number  of  secondary  or  daughter-cysts  float 

Wall  of  a  hydatid    r>        -i       •  ,  n-  n     •  n  i  •    i      •       n  •  t       j? 

cyst,  showing  the  freely  m  a  watery  salme  fluid,  which  is  devoid  ot 
lammated     struc-  albumen.     The  dauffhter-cysts  vary  in  size  from 

ture — not      magni-  o  «/  J 

fied.    (After    Da-  an   orange   to   a  pea   or  pin's   head :  they  may 

vaine.)  n&  .  I\1  ,l  ,  .  1  J  .         J 

even  be  much  smaller  than  this,  and  require  a 
microscope  for  their  detection.  A  mother-cyst  may  however  be 
barren :  that  is,  contain  only  fluid  contents ;  but  this  is  rare. 
More  commonly  twenty,  thirty,  a  hundred,  or  even  many  thou- 
sand secondary  cysts  float  within  it.  The  structure  and  attri- 
butes of  the  secondary  cysts  are  identical,  in  every  respect,  with 
those  of  the  parent ;  and  their  walls  display  the  same  charac- 
teristic lamination. 

Sometimes  this  constitutes  the  entire  anatomy  of  a  hydatid 
cyst;  but  as  a  general  rule  additional  structures  are  found, 
which  indicate  a  more  advanced  phase  of  development :  these 

1  Davaine  gives  the  following  rough  approximations  of  the  relative  frequency 
of  hydatids  in  the  different  organs  and  tissues : 

Liver, 166      Osseous  system,    .         .         .         .         .     17 

Lungs, 40      Parietes  of  the  body,   .         .         .         .12 

Kidneys, 30      Heart, .     10 

Pelvis, 26      Orbit, 9 

Brain, 20 
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are — a  germinal  membrane  lining  the  interior  of  the  cyst,  and 
certain  minute  animalcules  growing  therefrom  which  are  termed 
echinococei  (scolices  or  tcenia-heads). 

The  germinal  membrane  is  a  thin,  transparent,  homogeneous, 
(unlaminated)  tough  membrane,  which  forms  an  interior  sac 
closely  applied  to  the  inside  of  the  hydatid  vesicle.  "When 
detached  and  emptied  it  shows  a  tendency  to  contract  and  curl 
on  itself  in  a  peculiar  manner. 

The  eclmioeocci  (Fig.  52)  are  minute  ovoid  animated  beings, 
just  visible  to  the  naked  eye.     When  magnified  they  are  found 


Human  echinococei.  A.  A  group  of  echinococei,  still  adhering  to  the  germinal  membrane 
by  their  pedicles,  magnified  40  times.  B.  An  eehinococcus  magnified  107  times;  the 
head  is  invaginated  in  the  caudal  -vesicle;  a  pedicle  is  attached  to  it.  C.  The  same 
compressed ;  the  head  retracted,  the  suckers  and  the  hooks  are  seen  in  the  interior.  D. 
Eehinococcus  magnified  107  times;  the  head  is  protruded  from  the  caudal  vesicle.  E. 
Crown  of  hooks  magnified  350  times. — (After  Davaine. ) 


to  consist  of  a  head  resembling  that  of  a  tapeworm,  provided 
with  four  suckers  and  a  double  crown  of  hooks  (E).  WTien  the 
head  is  stretched  out  (D)  it  is  seen  to  be  connected  by  a  short 
thick  neck  to  a  "caudal  vesicle,"  which  is  somewhat  larger  than 
the  head.  The  head  is  generally  retracted  within  this  caudal 
vesicle;  and  then  the  little  body  assumes  a  spheroidal  figure 
with  the  crown  of  hooks  in  its  interior  (B  C). 

The  echinococei  are  developed  on,  or  rather  in,  the  germinal 
membrane.  They  grow  in  groups  of  six  to  ten  individuals,  and 
are  at  first  encapsuled  in  the  substance  of  the  germinal  mem- 
brane. As  they  increase  in  size  they  burst  through  their  cap- 
sule, and  are  then  found  attached,  each  by  a  short  stalk  or  ped- 
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icle,  to  the  germinal  membrane  (A).  By  and  by  they  break 
loose  from  this  attachment  and  float  at  large  in  the  hydatid 
vesicle,  sometimes  with  a  portion  of  their  stalks  still  adherent. 

Both  the  echinococci  and  the  germinal  membrane  are  liable 
to  perish  (from  inflammation  or  some  other  cause),  and  then  only 
scattered  hooks  or  shreds  of  membrane  are  found  floating  in 
the  turbid  contents  of  the  hydatid  vesicle. 

A  marvellous  light  has  been  thrown  in  recent  years  on  the 
zoological  position  of  these  worms,  chiefly  by  the  researches  of 
Siebold  and  Van  Beneden.  It  has  been  ascertained  that  the 
hydatid  worm  found  in  man1  constitutes  the  encysted  phase  in  the 
development  of  a  very  minute  tapeworm  which  infests  the  dog. 
The  tapeworm  in  question  (Fig.  53)  is  the  Taenia  echinococcus  of 
Siebold  ( Taenia  nana  of  Van  Beneden).  The  en- 
tire adult  animal  is  so  small  that  it  scarcely  ex- 
ceeds the  size  of  a  millet-seed.  It  consists  of 
but  three  segments,  of  which  only  the  last  is 
fruitful.  When  this  segment  arrives  at  matu- 
rity it  is  cast  off  and  a  new  one  developed  in  its 
place.  Myriads  of  these  worms  are  sometimes 
found  in  the  intestine  of  the  dog,  and  their  eggs 
are  discharged  in  countless  numbers  with  the 
excrements.  The  eggs  so  discharged  are  scat- 
tered far  and  wide;  and  some  of  them  find 
their  way  with  the  food  into  the  stomachs  of 
men  and  other  creatures  suitable  for  their  fur- 
ther development.  Arrived  there,  the  embryo 
is  liberated ;  and  after  penetrating  the  mucous 
membrane,  it  burrows  its  way,  or  is  carried  by 
the  blood-current,  to  some  distant  organ,  where 
it  is  arrested.  Having  thus  lodged  itself,  it  pre- 
sently reappears  as  a  hydatid  vesicle,  in  which, 
finally,  are  developed  the  echinococci  as  before 
explained.  Dogs  in  their  turn  become  infested 
with  the  corresponding  taenia  by  feeding  on  the 
offal  of  slaughtered  sheep,  pigs,  &c,  which  had 
been  infested  with  hydatids.  The  echinococci 
therein   contained  develop   in  their    intestines 


Taenia  echinococcus 
magnified  22  times. 
(After  Van  Bene- 
den.) 


1  The  same  species  infests  the  pig,  monkey ,  sheep,  and  ox. 


MORBID    ANATOMY.  473 

into  the  ttenia  echinococcus ;  and  so  the  circle  of  transformation 
and  development  recommences.1 

In  the  records  of  medicine  may  be  found  some  seventy  of 
eighty  instances  in  which  hydatids  existed  in  the  kidney  or  were 
passed  by  the  urethra.  In  a  number  of  these,  the  fact  is  simply 
mentioned;  but  in  sixty-one  cases  some  fuller  details  are  com- 
municated, and  from  an  analysis  of  these  the  following  account 
is  drawn  up. 

It  is  necessary  to  remark  that  when  hydatids  are  discharged 
by  the  urethra,  it  may  be  assumed  as  almost  certain  that  they 
are  derived  from  a  cyst  situated  in  the  kidney.  In  the  great 
majority  of  the  cases,  proof  of  this  was  obtained  either  from  the 
examination  of  the  body  after  death,  or  from  the  plain  indica- 
tion of  the  symptoms  during  life.  In  some  cases,  however,  this 
was  not  so;  and  it  remained  open  to  conjecture  whether  the  pa- 
rent cyst  was  not  situated  in  the  vicinity  of  the  ureter  or  blad- 
der, and  opened  directly  into  those  channels.  Such  an  occur- 
rence seems,  however,  extremely  rare,  and  I  have  only  been 
able  to  find  one  instance  in  which  actual  proof  of  this  was 
obtained.2 

Morbid  Anatomy. — The  left  kidney  is  more  frequently  the  seat 
of  hydatids  than  the  right :  out  of  41  cases,  the  left  kidney  was 
affected  22  times  and  the  right  17  times,  and  both  organs 
together  only  twice.     The  less  liability  of  the  right  kidney  de- 

1  For  further  information  and  details  of  experiments  see — G-ervais  and  Van 
Beneden,  T.  ii,  p.  270  et  seq. ;  Davaine,  1.  c.  Synopsis,  7  and  24  ;  and  Siebold's 
memoir  on  tape  and  cystic  worms,  bound  with  the  2d  vol.  of  Kiichenmeister's 
Manual  of  Parasites.     Syd.  Soc.'s  Translation. 

2  In  the  Med.  Times  and  Gaz.  for  1855,  i,  p.  161,  a  case  is  referred  to,  on  the 
authority  of  Mr.  Birkett,  in  which  hydatids  were  withdrawn  by  catheter  from 
the  bladder.  After  death  a  large  hydatid  tumor  was  found  between  the  bladder 
and  rectum,  pressing  upon  the  neck  of  the  former.  Bayer  (1.  c.  iii,  354,  foot- 
note) relates  an  instance  in  which  a  hydatid  tumor  in  the  left  iliac  fossa  opened 
into  the  rectum,  with  expulsion  of  hydatid  vesicles  with  the  stools  and  discharge 
of  pus  and  gas  by  the  urethra.  He  cites  another  (p.  554,  note),  in  which  hyda- 
tids were  passed  by  stool,  and  afterwards  a  large  hydatid  escaped  by  the  urethra; 
but  there  is  no  information  as  to  the  seat  of  the  cyst,  the  patients  having  recov- 
ered. There  is  another  case,  recorded  by  Mr.  Fynney  in  an  appendix  to  the  2d 
vol.  of  the  Memoirs  of  the  Medical  Society  of  London,  in  which  hj^datids  were 
passed  with  the  urine  from  a  cyst  which  in  all  probability  existed  between  the 
bladder  and  rectum.  Immediately  before  the  discharge  of  the  vesicles,  the  pa- 
tient felt  something  give  way  in  the  neighborhood  of  the  bladder.  The  patient 
died  in  a  few  weeks ;  but  the  exact  seat  of  the  cyst  was  not  verified  by  post- 
mortem inspection.  Cases  of  this  class  can  be  distinguished  from  renal  hydatids 
by  manual  examination  through  the  rectum  or  vagina. 
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pencls  probably,  as  Be'raud  suggests,  on  the  larger  bulk  of  the 
liver  intercepting  a  greater  proportion  of  the  embryos  which 
travel  from  the  intestine  rightwards,  than  the  smaller  bulk  of 
the  spleen  does  of  those  which  travel  leftwards.  In  rare  in- 
stances, hydatids  have  been  found  in  the  liver  and  other  organs 
as  well  as  in  the  kidney. 

As  a  rule,  the  cyst  is  lodged  in  the  substance  of  the  kidney ; 
sometimes,  however,  between  the  capsule  and  the  gland.  As 
the  cyst  grows  it  encroaches  more  and  more  on  the  renal  tissue, 
and  eventually  may  entail  total  destruction  of  the  organ.  It 
forms  a  roundish,  elastic,  fluctuating  tumor,  projecting  from  the 
surface  of  the  kidney,  and  varying  in  size  from  an  egg  to  an 
adult's  head. 

The  cyst  has  a  natural  tendency  to  make  its  way  toward  the 
pelvis  of  the  kidney,  and  discharge  its  contents  by  the  ureter. 
When  it  is  situated  in  the  pyramidal  portion,  this  event  takes 
place  early,  before  the  cyst  has  attained  any  great  dimensions ; 
but  when  situated  in  the  cortical  part,  or  beneath  the  capsule, 
the  cyst  may  exist  for  years,  and  grow  to  a  large  size,  before  it 
bursts  into  the  infundibula.  It  may  even  not  burst  at  all;  and, 
still  more  rarely,  it  may  penetrate  upwards  into  the  chest  and 
be  evacuated  through  the  bronchi,  or  open  into  the  intestines 
and  be  discharged  by  stool.  Sometimes,  after  opening  in  one 
direction,  it  effects  a  second  opening  in  another  direction.  In 
no  instance  on  record  has  the  cyst  burst  into  the  peritoneum. 
The  following  table  exhibits  the  relative  frequency  of  these  va- 
rious modes  of  opening  in  our  61  cases  : 


The  cyst  opened  into  the  :* 

Pelvis  of  kidney,         .         .         .         in  46  eases,  "| 

Pelvis  of  kidney  and  lungs,       .         .  1 

Pelvis  of  kidney  and  intestines,         .  „    3 

Pelvis  of  kidney  and  stomach,  .         .  1 

Lungs  alone,       .....  1 

Did  not  open  at  all,    ....  8 

Opened  artificially,    .         .         ...  1 


I    Hydatids  discharged  by 
(  the  urethra. 

J 

No  hydatids  discharged 
by  the  urethra. 


1  No  authenticated  cases  exist  of  a  hydatid  cyst  of  the  kidney  opening  in  the 
loins.  Rayer  (iii,  578)  mentions  two  examples  of  hydatid  cysts  in  the  loins 
which  suppurated  and  burst  externally  in  the  lumbar  region.  He  seems  to  infer 
that  the  cysts  in  these  cases  were  connected  with  the  kidney:  both  ended  in  re- 
covery. It  is  more  probable,  however,  that  the  cysts  were  lodged  superficially 
in  the  muscular  tissue  of  the  lumbar  region.  In  a  later  case  of  this  kind  which 
ended  fatally,  it  was  ascertained  post-mortem  that  the  cyst  lay  superficial  to  the 
kidney  and  unconnected  with  it. 
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Hydatid  cysts  of  the  kidney,  like  hydatid  cysts  elsewhere,  are 
liable  to  certain  accidents.  They  may  contract  adhesions  to 
surrounding  parts ;  occasion  inflammation  and  abscess  in  their 
vicinity,  and  the  cyst  may  burst  into  such  an  abscess.  The  cyst 
itself  may  suppurate ;  or  it  may  perish,  and  its  germinal  mem- 
brane and  echinococci  be  destroyed ;  the  fluid  it  contains  may 
be  absorbed,  and  the  whole  crumple  up  into  a  hard  depressed 
nodule,  which  henceforth  lies  dormant  and  obsolete.  This  ob- 
solescence may  ensue  without  bursting  of  the  sac,  or  it  may 
follow  complete  evacuation  of  its  contents.  The  contraction  and 
obsolescence  of  a  hydatid  cyst  are  accompanied  by  deposition  of 
a  whitish  cretaceous  and  sebaceous  material  between  it  and  the 
adventitious  capsule,  and  within  its  own  cavity.  This  deposit 
was  formerly  erroneously  supposed  to  be  of  a  tuberculous  nature. 
Under  the  microscope  it  is  found  to  consist  of  amorphous  phos- 
phate of  lime,  crystals  of  triple  phosphate,  cholesterine  plates, 
and  fatty  granules.  Amid  this  debris,  echinococci  hooks  and 
shreds  of  laminated  membrane  may  be  found. 

Hydatid  cysts  are  also  liable  to  external  violence,  especially 
when  they  form  a  palpable  tumor  in  the  flank.  A  blow  or  fall 
has  in  more  than  one  instance  been  the  apparent  cause  of  the 
bursting  of  the  sac  into  the  pelvis  of  the  kidney;  and  the  patient 
has  dated  his  symptoms  from  the  occurrence  of  some  such  acci- 
dent. 

The  opening  of  the  cyst  into  the  pelvis  of  the  kidney  is  soon 
followed  by  the  passage  of  secondary  or  daughter  vesicles  along 
the  ureter  into  the  bladder,  from  which  they  are  expelled  sooner 
or  later  with  the  urine. 

The  first  of  the  two  following  cases  illustrates  the  ordinary 
mode  of  evacuation  by  the  ureter ;  the  second,  by  the  ureter  and 
lungs. 

Case  I. — Hydatid  vesicles  voided  by  the  urethra,  at  intervals,  for  twenty 
years,  with  symptoms  resembling  nephritic  colic.  Hydatid  cyst  found 
in  the  left  kidney.     (Chopart,  I.  c,  p.  78.) 

A  young  lady  of  25  was  seized  with  a  violent  pain  in  the  left  lum- 
bar region,  with  all  the  symptoms  of  nephritic  colic.  There  was 
difficulty  of  micturition,  tension  and  tenderness  of  the  abdomen. 
The  bladder  was  full  of  urine,  but  some  obstruction  prevented  its 
flow ;  though  there  was  constant  desire  to  pass  it.  In  the  course  of 
the  night  the  emptying  of  the  bladder  was  effected,  with  discharge 
of  a  large  number  of  hydatids.     When  the  discharged  vesicles  were 
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examined  on  the  following  morning,  the  majority  were  found  rup- 
tured, and  consisted  of  loose  membranes  only ;  some  were  entire,  and 
contained  a  turbid  fluid.  The  patient  was  relieved  by  the  evacuation; 
but  the  pain  returned  again  in  less  severity  two  days  after.  This 
pain  commenced  in  the  kidney,  and  when  it  diminished  in  that  organ 
it  increased  at  different  points  in  the  course  of  the  ureter,  and  became 
more  acute  at  the  entrance  of  this  canal  into  the  bladder.  When 
the  hj^datids  had  reached  the  bladder  the  pain  in  all  these  parts  was 
replaced  by  a  sort  of  lassitude. 

The  patient  stated  that  she  had  been  subject  to  similar  attacks  for 
twenty  years ;  and  that  they  always  terminated  in  a  discharge  of 
little  bladders  full  of  water.  Some  of  these  were  as  big  as  a  pigeon's 
egg;  others  were  much  smaller;  the  latter  always  came  away  first. 
The  attacks  recurred  at  irregular  intervals ;  she  was  sometimes  six 
months,  a  year,  two,  and  even  three  years  without  an  attack.  In 
some  of  the  attacks  the  efforts  at  micturition  would  be  long  unavail- 
ing, until  at  length,  by  increased  effort  and  pressure  on  the  belly, 
the  hydatids  would  shoot  out  with  a  sort  of  noise,  and  then  the  urine 
followed  in  full  stream.  Four  years  later,  the  patient  died;  it  is  not 
stated  from  what  cause.  The  left  kidney  was  found  converted  into 
a  thick  and  firm  hydatid  sac,  filled  with  vesicles.  The  pelvis  and 
ureter  were  greatly  dilated.     The  right  kidney  was  healthy. 

Case  II. — Hydatid  cyst  of  the  right  kidney,  which  opened  first  into  the 
ureter  and  subsequently  into  the  right  lung.  Hydatid  vesicles  dis- 
charged with  the  urine  and  by  coughing,  Beraud,  I.  c,  p.  63. 

Madame  B.,  set.  54,  had  experienced,  for  several  months,  pains  in 
the  right  lumbar  region  and  occasional  difficulty  of  micturition; 
otherwise  the  health  was  good. 

On  Aug.  30,  1851,  she  was  suddenly  seized  with  such  violent  pain 
in  the  right  kidney  that  she  was  obliged  to  be  carried  home.  M. 
Fiaux,  who  was  called  to  the  case,  found  extreme  distension  of  the 
bladder;  a  catheter  was  introduced,  and  the  urine  withdrawn  pre- 
sented nothing  unusual.  The  patient  passed  a  good  night,  and  was 
quite  restored  in  a  couple  of  days. 

On  Sept.  15th,  she  went  to  St.  Denis,  where  she  was  seized  with 
the  same  symptoms  as  before.  She  succeeded,  after  groat  efforts,  in 
expelling  by  the  urethra  a  little  membranous  vesicle  as  big  as  a 
pigeon's  egg,  and  immediately  afterwards  she  passed  abundance  of 
water,  and  was  relieved. 

On  the  26th  the  pains  returned;  they  commenced  in  the  right 
lumbar  region,  and  radiated  toward  the  pelvis  and  the  right  thigh. 
She  tried  to  pass  water  several  times  during  the  night  without  suc- 
cess. The  bladder  reached  almost  to  the  umbilicus.  A  large  quan- 
tity of  clear  urine  was  withdrawn  by  catheter  with  immediate 
relief. 

From  the  8th  to  the  23d  of  October  retention  of  urine  occurred 
on  three  occasions,  and  the  urine  withdrawn  did  not  present  any 
peculiarities. 

On  Nov.  2d,  the  pain  in  the  kidney  returned  with  great  severity; 
it  mounted  to  the  liver  and  descended  along  the  ureter  to  the  thigh; 


MORBID    ANATOMY.  477 

there  was  thirst,  hot  skin,  with  tenderness  and  meteorism  of  the 
abdomen.  The  patient  had  passed  water  several  times  during  the 
night,  but  in  very  small  quantities.  The  urine  was  turbid,  with  _a 
glairy  deposit  at  the  bottom  of  the  vessel.  From  this  date  to  the 
22d,  the  pain  diminished;  the  urine  continued  turbid  and  contained 
pus. 

On  the  24th,  the  patient  had  a  violent  rigor,  and  the  renal  pain 
became  more  severe  than  ever.  Yomiting  occurred  several  times 
during  the  night,  and  three  or  four  liquid  stools  were  passed.  She 
also  voided  urine  several  times.  M.  Fiaux  now  observed,  for  the 
first  time,  in  the  urine,  shreds  of  membrane  having  the  characters 
of  hydatids.  On  examining  the  right  flank,  an  oblong  tumor  was 
found  below  the  liver,  apparently  united  to  it,  extending  to  the  iliac 
fossa,  and  having  a  breadth  of  about  4£  inches.  The  tumor  was  hard, 
and  tender  on  pressure  ;  no  loop  of  intestine  passed  in  front  of  it; 
the  lumbar  region  behind  presented  a  tolerably  prominent  bulging. 
It  was  no  longer  doubtful  that  this  was  a  hydatid  tumor  of  the  right 
kidney  in  a  state  of  inflammation. 

From  this  time  hydatid  debris  continued  to  be  discharged  with 
the  urine  from  time  to  time,  and  the  lumbar  fulness  became  more 
pronounced. 

On  the  22d  of  December,  under  the  advice  of  Gendrin,  steps  were 
taken  to  open  the  tumor,  and  several  caustic  issues  were  established 
on  the  front  of  it. 

But  on  the  2d  of  January,  evident  pain  set  in  at  the  base  of  the 
right  lung,  with  cough,  mucous  expectoration,  and  fever.  Frequent 
shivering  occurred  the  next  day,  and  the  pain  and  fever  continued. 
Jan.  7th.  The  oppression  was  increased.  Violent  fits  of  coughing 
occurred,  with  abundant  purulent  expectoration,  of  a  fetid  urinous 
odor;  and  this  was  mingled  with  membranes  similar  to  those  dis- 
charged with  the  urine.  She  continued  to  cough  up  hydatid  shreds 
and  urinous  pus,  and  to  become  gradually  weaker  until  Jan.  22d, 
when  she  died  in  a  fit  of  suffocation,  after  having  discharged  seven 
or  eight  hydatids. 

Autopsy. — The  small  intestine  was  thrust  to  the  left :  the  ascending 
colon  bordered  the  tumor,  and  was  intimately  connected  therewith 
in  its  lower  two-thirds.  The  right  lung  was  indurated  at  its  base, 
and  united  to  the  diaphragm.  Behind  the  cyst  was  a  purulent  col- 
lection, as  large  as  an  orange,  which  communicated  with  the  cavity 
of  the  cyst.     The  liver,  left  lung,  and  stomach,  were  healthy. 

The  tumor  was  found  adherent  to  the  lower  surface  of  the  liver. 
It  was  constituted  by  the  right  kidney,  which  was  converted  into  a 
sac  as  large  as  a  child's  head.  Few  remains  of  the  renal  tissue  were 
found.  On  cutting  open  the  sac,  it  was  found  to  communicate  by 
two  distinct  openings  with  the  dilated  pelvis  of  the  kidney  and  the 
abscess.  The  latter  again,  which  occupied  the  vault  of  the  diaphragm 
behind  the  liver,  communicated  by  a  perforation  through  the  dia- 
phragm with  a  rugged  cavity  in  the  base  of  the  right  lung.  All 
these  cavities,  with  the  pelvis  of  the  kidney,  the  bladder,  and  the 
bronchi,  contained  a  purulent  fluid  and  numerous  hydatid  vesicles. 

In  rare  cases  the  secondary  cysts  contain  a  tertiary  series 
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(granddaughter  cysts).  Baillie  mentions  such  an  instance  in 
the  body  of  a  soldier,  whose  kidney  was  found  to  contain  a 
large  hydatid  cyst.  Some  of  the  secondary  cysts  in  this  in- 
stance merely  contained  fluid ;  others  contained  small  vesicles 
floating  in  their  interior.1 

Occasionally  crystals  of  uric  acid  have  been  found  adhering 
to  the  expelled  hydatids;  and  in  Mr.  Barker's  case,  to  be  pre- 
sently related,  Mr.  Queckett  found  in  the  interior  of  some  of 
the  cysts  crystals  of  triple  phosphate,  uric  acid,  and  oxalate  of 
lime.  In  four  cases  calculi  were  found  with  the  hydatids  in  the 
kidney  or  bladder ;  or  were  passed  by  the  urethra. 

The  symptoms  differ  essentially,  according  as  the  cyst  has 
forced  a  passage  for  its  contents  into  the  pelvis  of  the  kidney, 
or  elsewhere,  or  still  maintains  its  integrity.  In  the  latter  case 
the  cyst  remains  wholly  latent  until  it  attains  sufficient  bulk  to 
form  a  palpable  tumor  in  the  flank.  As  the  tumor  grows,  it 
displaces  the  viscera  in  its  neighborhood,  generally  without 
further  mischief;  but  sometimes  inflammatory  adhesions  or 
suppuration  take  place  in  its  vicinity  and  occasion  intercurrent 
attacks  of  pain  and  feverishness.  In  seventeen  out  of  our  sixty- 
one  cases,  tumor  in  the  side  was  discernible  during  life.  It 
varied  in  size  from  an  orange  to  an  adult's  head,  and  presented 
a  rounded  form  and  an  elastic  feel.  In  some  instances  fluctu- 
ation was  distinctly  perceived  in  it;  in  others  obscurely;  in 
others  not  at  all.  The  peculiar  thrill  characteristic  of  hydatid 
tumors  (hydatid  fremitus)  was  observed  only  in  a  few  instances. 
In  order  to  evoke  this  sign,  the  fingers  of  the  left  hand  should 
be  laid  upon  the  tumor,  and  tapped  sharply  with  the  fingers  of 
the  right.  A  thrill  is  theu  communicated  to  the  overlaid  fingers, 
which  has  been  compared  to  the  vibrations  of  a  repeater  watch 
held  in  the  hand.  A  similar  sensation  is  communicated  to  the 
ear  when  the  stethoscope  is  applied  and  the  tumor  tapped  with 
the  finders.2  Sometimes  the  fremitus  is  absent  under  conditions 
which  appear  favorable  to  its  production.  In  a  case  reported 
by  Livois  (cited  by  Beraud)  even  Rayer  was  unable  to  detect 
anything  beyond  ordinary  fluctuation,  and  diagnosed  a  hydro- 

1  Baillie,  Morbid  Anat.,  5th  ed.,  p.  294. 

2  The  history  and  theory  of  the  hydatid  fremitus  may  be  found  discussed  at 
length  (with  an  account  of  Duvaine's  experiments)  in  Meissner's  Beitrage  zur 
Lehre  von  dem  Vorkommen  des  Echinococcus,  etc. — Schmidt's  Jahrb.,  Bd.  116, 
p.  183. 
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nephrosis.  After  death  the  kidney  was  found  converted  into 
an  enormous  hydatid  sac  containing  multitudes  of  secondary 
vesicles,  varying  from  the  size  of  a  grain  of  millet  to  a  hen's 


The  topographical  characters  of  the  tumor  agree  with  those 
of  renal  tumors  in  general.  The  colon  is  usually  found  in  front 
of  the  intumescence ;  but  it  is  important  to  know  that  this  is 
not  invariable.  Beraud  communicates  a  case  from  JSTe'laton's 
clinique,  in  which  the  descending  colon  ran  along  the  outside 
of  a  hydatid  tumor  of  the  left  kidney :  in  Fiaux's  case,  already 
related  (p.  475)  the  ascending  colon  coursed  along  the  inner 
border  of  the  tumor,  and  no  intestine  separated  it  from  the  ab- 
dominal parietes. 

When  the  cyst  bursts  into  the  pelvis  of  the  kidney,  the  escape 
of  its  contents  by  the  urethra  constitutes  a  capital  symptom. 
This  may  occur  with  or  without  symptoms  referrible  to  the 
renal  region  (tumor,  nephritic  colic,  &c).  Entire  vesicles 
mixed  with  broken  ones  are  usually  voided ;  in  other  cases  only 
fragments  are  passed,  or  a  milky  detritus  in  which  the  echino- 
cocci-hooks,  laminated  shreds,  and  oil  particles  may  be  detected 
by  the  microscope. 

The  discharge  of  vesicles  takes  place  in  paroxysmal  attacks, 
at  wholly  irregular  intervals.  In  exceptional  cases  only  one 
paroxysm  is  experienced,  during  which  the  cyst  is  seemingly 
entirely  evacuated,  and  then  finally  contracts.  In  the  great  ma- 
jority of  cases,  however,  the  first  attack  is  succeeded  by  many 
others.  The  interval  between  them  may  be  a  few  weeks,  or  a 
few  months,  or  many  years.  In  a  case  reported  by  Tomowitz, 
the  second  attack  occurred  three  years  after  the  first.  In  Quin- 
querez's  case,  seven  years  elapsed  between  the  first  and  second 
discharge  of  hydatids ;  then  the  attacks  followed  each  other 
more  frequently,  at  intervals  of  one  or  more  years,  for  ten 
years ;  in  the  last  year  they  recurred  every  four  or  six  weeks. 

An  attack  is  usually  ushered  in  by  sharp  pain  in  the  loin, 
sometimes  with  a  sensation  of  something  giving  way  internally. 
The  pain  shoots  down  along  the  ureter  to  the  inside  of  the 
thigh.  It  may  be  attended  with  rigors,  sickness  and  hiccough — 
though  this  is  rare ;  then  follow  colicky  spasms  in  the  course  of 
the  ureter,  indicating  the  descent  of  vesicles  along  that  canal — 
sometimes  aggravated  by  suppression  of  urine  and  retraction  of 
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the  testicle.  These  symptoms  continue  a  few  hours  or  several 
days,  and  then  commonly  cease  suddenly,  often  with  a  feeling 
as  if  something  had  dropped  into  the  bladder.  The  urethra  is 
next  forced,  and  new  symptoms  arise — retention  of  urine,  ex- 
cessively frequent  desire  to  pass  water,  with  severe  pain  ex- 
tending to  the  end  of  the  penis.  When  the  vesicles  are  expelled 
relief  follows.  The  number  of  vesicles  discharged  during  an 
attack  varies  from  one  or  two  to  several  dozens.  The  urine  is 
often  tinged  with  blood  or  mixed  with  pus.  The  force  required 
to  effect  the  final  expulsion  is  sometimes  sufficient  to  propel  the 
vesicle  a  considerable  distance  with  an  audible  thud. 

The  paroxysms  are  sometimes  determined  by  some  evident 
exciting  cause,  such  as  a  blow  or  fall,  or  by  horse  or  carriage 
exercise.  In  Zinkeisen's  case  the  attacks  usually  followed  the 
use  of  spirits  and  strong  coffee.1 

After  each  discharge  of  hydatid  vesicles  the  tumor  (if  any 
exist)  may  subside  sensibly.  On  the  other  hand,  rapid  enlarge- 
ment of  the  tumor,  from  the  distension  of  the  pelvis  with  accu- 
mulated urine,  may  follow  the  impaction  of  a  vesicle  in  the 
ureter.  Repeated  discharges  occasion  dilatation  of  the  pas- 
sages, and  enable  the  patient  to  void  larger  vesicles  with  less 
pain. 

The  following  examples  illustrate  the  eccentric  course  and 
usual  symptoms  of  renal  hydatids : 

Case  III. — Repeated  discharge  of  hydatid  vesicles  with  the  urine;  tumor 
in  the  left  lumbar  region — -final  recovery.  (JLettsom,  Memoirs  of  the 
Medical  Society  of  London.    Vol.  II,  p.  32.) 

A  gentleman,  aged  32,  was  thrown  off  his  horse  in  February,  1780, 
and  received  an  injury  in  the  lumbar  region.  This  was  followed  by 
considerable  hematuria.  In  a  fortnight  all  the  consequences  of  his 
fall  had  disappeared;  but  in  the  following  June  he  spit  blood;  this 
also  passed  rapidly  away.  Three  years  later  he  was  seized  with 
shivering  and  a  violent  pain  in  the  left  lumbar  region.  A  few  days 
after,  he  perceived  an  enlargement  in  the  hypochondrium.  This 
increased  gradually  until  February,  1784.  After  the  first  month  the 
tumor  was  so  little  painful  that  he  was  enabled  to  take  a  journey  of 
130  miles  to  London  to  consult  Dr.  Lettsom. 

A  fluctuating  tumor  as  large  as  an  infant's  head  was  detected  in 
the  left  hypochondrium,  extending  from  the  spine  to  the  umbilicus, 
and  from  the  ribs  to  the  os  innominatum. 

As  the  swelling  augmented  the  pain  increased,  and  the  patient 

1  Schmidt's  Jahrb.,  Bd.  116,  p.  200. 
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suffered  considerably  from  the  action  of  walking,  and  from  motion 
in  general.  At  length  (February  20th)  some  difficulty  in  making 
water  was  experienced,  and  for  many  hours  there  was  a  total  ob- 
struction of  urine.  The  same  night  there  was  great  pain  with  violent  - 
rigors;  but  early  in  the  morning  the  patient  experienced  the  most 
happy  relief  by  the  discharge  of  a  large  quantity  of  thick  pus  with 
the  urine,  which  was  followed  the  next  day  by  the  escape  of  numer- 
ous hydatids. 

In  a  few  days  the  tumor  subsided,  and  the  purulent  discharge 
ceased.  After  this,  he  continued  recruiting  in  health  for  nearly  a 
fortnight,  when  his  side  enlarged  again,  after  exercise  in  a  coach, 
probably  by  a  large  hydatid  stopping  up  the  ureter;  rigors  and 
strangury  succeeded  as  before,  and  the  tumor  became  as  large  as  in 
the  first  instance,  until  the  latter  end  of  Mai'ch,  when  he  experienced 
a  second  discharge,  in  every  respect  like  the  former,  excepting  that 
the  hydatids  were  much  larger. 

His  health  and  strength  again  returned,  until  his  side  filled  a  third 
time,  after  exercise  on  horseback,  and  continued  swelling  until  the 
25th  of  April,  when  he  was  again  relieved  by  a  third  discharge;  the 
hydatids  now  passed  were  considerably  larger  than  those  of  the  pre- 
ceding attacks. 

The  passages  now  became  so  open,  that  he  frequently  discharged 
hydatids  after  walking  or  riding,  without  enlargement  or  pain  of 
the  side;  or  if  he  felt  uneasy,  or  perceived  a  tendency  to  tumescence, 
by  pressing  his  hand  upon  the  side,  he  could  squeeze  the  vesicles  into 
the  bladder,  where  the}7  would  remain  some  time  before  they  were 
discharged;  but  the  hydatids  became  at  length  so  considerable  in 
size  that  it  was  with  great  difficulty  they  passed  the  urethra.  The 
last  vesicle  which  he  voided  (on  the  12th  of  July)  was  so  very  large 
that  it  stopped  up  the  urethra,  and  remained  in  it  for  a  considerable 
time,  until  the  weight  of  the  accumulated  urine  forced  it  away. 

The  earliest  hydatids  voided  burst  in  their  exit;  and  they  gradu- 
ally increased  in  magnitude  in  every  successive  discharge;  the  first 
which  he  passed  were  not  bigger  than  the  skin  of  a  green  pea,  and 
the  last  about  the  size  of  a  pullet's  egg.     . 

Since  this  last  discharge  his  health  was  gradually  re-established; 
he  was  able  to  enjoy,  without  the  least  inconvenience,  thereafter, 
the  chase  and  every  other  species  of  exercise  as  well  as  ever  he  did. 

Case  IY. — Discharge  of  hydatids  by  the  urethra  in  periodical  paroxysms, 
occurring  yearly  for  a  period  of  thirty-seven  years.  (Vigla,  Bulletin  de 
la  Societe  Anatomique,  1838.     Cited  by  Beraud,  I.  c.,p.  57.) 

A  healthy  woman,  set.  37,  had  suffered  from  her  infancy  with  her 
present  symptoms,  which  occur  in  annual  paroxysms.  Every  winter, 
and  generally  in  the  month  of  January,  she  experiences  in  the  left 
renal  region  a  pain,  which  speedily  becomes  severe,  and  forces  her 
to  relinquish  her  occupation.  There  is  no  fever;  nor  vomiting;  but 
the  appetite  is  lost;  the  urine  remains  natural.  At  the  end  of  two 
or  three  days  of  this  condition,  she  voids  a  very  large  number  of 
hydatids,  mingled  with  a  turbid  urine.  This  emission  takes  place 
two  or  three  times  a  day,  for  three  or  four  days,  and  then  she  returns 
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to  her  ordinary  health.  Sometimes,  hut  very  rarely,  similar  attacks 
occur  in  the  course  of  the  year,  but  slighter;  these  latter  consist  of 
a  violent  pain  in  the  same  place,  not  lasting  more  than  two  or  three 
hours,  at  the  end  of  which  an  emission  of  urine  with  discharge  of 
hydatids  ensues,  and  the  pains  disappear.  These  slighter  attacks 
have  never  recurred  more  than  once  or  twice  in  the  same  year.  In 
the  year  1838,  one  of  the  annual  January  attacks  was  observed  by 
M.  Yigla.  The  prodromata,  that  is  to  say  the  pain  and  uneasiness, 
were  accompanied  with  feverishness;  but  this  was  attributed  to  a 
coexisting  acute  pulmonary  catarrh.  At  the  end  of  four  days,  as 
usual,  the  emission  of  urine  charged  with  hydatids  commenced,  and 
continued  for  four  days.  The  quantity  of  vesicles  which  she  rendered 
was  enormous;  for  she  passed  urine  twice  or  thrice  on  each  of  these 
three  days,  and  every  time  from  40  to  50  large  hydatids  were  found 
in  the  urine,  without  counting  the  little  ones.  The  larger  ones 
passed  the  first,  but  ruptured  and  empty;  the  largest  of  all  surpassed 
the  size  of  a  pigeon's  egg.  The  smaller  ones  were  voided  entire,  and 
full  of  a  semi-transparent  fluid;  some  were  smaller  than  a  pea.  There 
were  no  symptoms  referrible  to  the  bladder. 

Case  Y. — Hydatid  cyst  of  the  right  kidney ;  suspicion  of  pregnancy  ; 
discharge  of  hydatid  vesicles  by  the  urethra.  (Babington,  Med,.  Times 
and  Gaz.,  1855,  I,  p.  160.) 

A  healthy  single  woman,  set.  27,  was  admitted  into  Guy's  Hospital 
on  Feb.  8th,  1854.  About  the  age  'of  23  she  was  one  day  kicked  in 
the  abdomen  by  a  child  which  she  was  carrying  up  stairs.  The  kick 
gave  her  much  pain,  and  on  the  night  following  she  discovered  for 
the  first  time  a  tumor  about  the  size  of  an  egg  in  her  right  side.  The 
tumor  gradually  increased,  and  in  the  course  of  a  year  became  so 
large  as  visibly  to  distend  the  abdomen.  About  this  time  the  men- 
strual function  was  suspended,  and  the  increasing  size  of  the  abdo- 
men caused  her  great  trouble,  by  exciting  suspicions  in  the  minds  of 
her  relatives  that  she  was  pregnant.  The  enlargement,  however, 
continued  beyond  the  usual  period  of  utero-gestation,  and  anxieties 
as  to  the  nature  of  the  disease  took  the  place  of  the  suspicions  al- 
luded to.  She  was  now  sent  up  to  London  from  her  home  in  Oxford- 
shire, and  was  admitted  into  St.  Bartholomew's  Hospital,  under  Dr. 
Hue.  The  tumor  was  at  this  time  stationary,  and  her  general  health 
good.  After  a  few  weeks'  stay  in  the  hospital  she  was  discharged, 
and  returned  to  service,  where  she  continued  without  material  change 
in  her  condition  until  about  a  year  prior  to  her  admission  into  Guy's 
Hospital,  under  Dr.  Babington,  when  she  began  to  pass  "skins  and 
little  bladders,"  with  the  urine.  These  bodies  continued  to  be  voided 
afterwards  in  large  numbers.  Often  a  vesicle  would  get  impacted  in 
the  urethra,  and  require  to  be  pulled  out  with  the  fingers.  At  first 
neither  blood  nor  matter  was  ever  present  in  the  urine.  About  two 
weeks  before  admission,  however,  after  having  been  confined  to  bed  for 
several  days  with  intense  pain  in  the  side,  she  suddenly  felt  a  sensa- 
tion as  if  something  burst  within  her,  and  shortly  afterwards  matter 
and  blood  began  to  escape  by  the  urethra.  The  tumor  had  mean- 
while much  diminished  in  size,  and  at  the  time  of  her  admission  there 
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was  no  visible  enlargement  of  the  abdomen.     During  her  illness  she 
had  lost  some  flesh,  but  still  retained  a  fairly  robust  appearance. 

On  examination  of  the  abdomen,  a  large  muss,  apparently  about 
the  size  of  a  foetal  head,  but  flattened,  was  easily  felt  in  the  right 
hypochondriac  or  lumbar  region.  It  was  not  tender,  and  felt  firm. 
The  patient  remained  under  Dr.  Babington's  care  for  several  months, 
during  which  vast  numbers  of  hydatid  vesicles  were  passed.  The 
vesicles  varied  much  in  size,  some  were  broken  and  others  whole. 
The  urine  contained  also  much  pus.  The  girl  somewhat  improved 
in  health,  and  the  tumor  became  decidedly  smaller  before  she  left  the 
hospital;  at  the  time  of  her  discbarge,  she  still  continued  to  void  oc- 
casionally pus  and  hydatid  vesicles. 

Case  VI. — Frequent  discharge  of  hydatid  vesicles  by  the  urethra — ne- 
phritic colic  and  suppression  of  urine.  No  tumor  in  the  flank.  (Dr. 
Barker,  I.  c,  p.  5.) 

A  young  man.  set.  28,  came  under  the  notice  of  Dr.  Barker,  of  Bed- 
ford, on  Dec.  17th,  1853.  He  was  suffering  from  a  dull  aching  pain 
in  the  loins,  particularly  on  the  left  side,  with  frequent  desire  to  pass 
urine,  and  slight  difficulty  in  voiding  it.  The  urine  was  healthy.  On 
December  22d  he  experienced  greater  difficulty  than  ever  in  passing 
urine  in  the  early  part  of  the  night,  and  for  some  hours  he  was  un- 
able to  pass  a  single  drop.  Early  in  the  morning  he  passed  four  lit- 
tle hydatid  cysts  with  immediate,  relief.  Subsequently  he  recovered 
sufficiently  to  follow  his  occupation  during  the  summer  of  1854, 
suffering  nothing  more  than  an  occasional  frequent  desire  to  void 
urine. 

On  Sept.  10th,  1854,  he  passed  six  cysts;  but  with  less  pain  than 
on  the  previous  occasion — a  result  which  the  patient  attributed  to 
taking  10  drops  of  oil  of  turpentine,  which  had  been  recommended 
to  him,  and  which  greatly  increased  the  diuresis.  The  urine  after 
the  passage  of  the  cysts  was  tinged  with  blood. 

On  Nov.  16th  he  passed  four  cysts.  The  passage  of  these  was  pre- 
ceded by  severe  pain  in  the  left  kidney,  by  the  passage  of  several 
pieces  of  clotted  blood,  and  by  considerable  difficulty  in  voiding 
urine.  Indeed,  for  two  entire  daj^s  he  passed  no  urine.  On  this  oc- 
casion he  took  19  drops  of  turpentine,  within  two  hours,  in  divided 
doses.  Shortly  after  taking  the  turpentine  the  pain  in  the  left  kid- 
ney suddenly  ceased,  with  a  sensation  which,  to  use  the  patient's  own 
words,  seemed  to  indicate  that  "something  had  suddenly  broken  in 
the  kidney."  He  then  complained  of  pain  along  the  left  iliac  region, 
which  continued  for  several  hours,  and  ceased  as  suddenly  as  the  pre- 
vious pain  had  done.  After  this,  all  attempts  to  void  urine  were  ac- 
companied with  pain  along  the  urethra,  premonitory  to  the  expulsion 
of  the  cysts  from  that  passage. 

He  continued  in  good  health,  with  the  exception  of  occasional  dull 
aching  pain  in  the  lumbar  region,  especially  the  left  side,  until  Dec. 
9th.  He  then  passed  five  cysts,  but  all  smaller  than  the  previous 
ones;  and  no  more  were  passed  until  Dec.  31,  when  he  awoke  in  the 
morning  with  acute  pain  in  the  loins,  and  all  the  symptoms  previ- 
ously described  as  occurring  on  Nov.  16th.    During  the  day  he  passed 
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twenty  cysts — one  at  8  a.  m. ;  eleven  at  1p.m.;  five  at 7  p.  m.  ;  and 
three  at  11  p.  m.  The  cysts  passed  in  rapid  succession,  and  some 
were  of  a  size  as  large  as  a  small  walnut.  On  Jan.  1,  1855,  a  single 
cyst  was  passed  in  the  morning;  on  the  2d  two  others;  on  the  3d 
one,  and  on  the  10th  two.  From  this  last  date  up  to  Dec.  8th  (be- 
yond which  the  history  is  not  carried),  he  continued  to  suffer  fre- 
quently from  attacks  of  pain  and  difficulty  in  passing  urine,  followed 
often  by  the  expulsion  of  cysts,  between  seventy  and  eighty  of  which 
he  brought  to  Dr.  Barker. 

Careful  examination  failed  to  detect  any  abdominal  enlargement. 

The  urine  often  contained  a  small  quantity  of  blood  during  and 
after  the  expulsion  of  the  cysts;  it  was  often  loaded  with  lithates  and 
phosphates ;  occasionally,  crystals  of  uric  acid  were  found  attached 
to  the  outer  surface  of  the  cysts.  The  general  health  suffered  little. 
Altogether  upwards  of  150  cysts  were  passed ;  they  varied  in  size 
from  a  pin's  head  to  a  walnut.  The  larger  vesicles  contained  echino- 
cocci ;  but  many  of  the  smaller  ones  did  not  contain  any. 

The  duration  of  the  symptoms  is  altogether  uncertain.  In 
some  of  the  cases  permanent  recovery  followed  one  or  a  few  dis- 
charges of  vesicles.  Other  patients  went  on  passing  hydatids  for 
three,  ten,  twenty,  and  even  thirty  years.  A  discharge  of  vesi- 
cles having  once  taken  place,  there  are  no  means  of  ascertaining 
whether  any  more  attacks  will  follow.  Neither  the  number  of 
vesicles  voided,  nor  the  frequency  of  the  discharges  supply  any 
reliable  indication.  The  only  sign  of  value  is  the  lapse  of  time 
since  the  preceding  attack ;  the  longer  the  interval  the  less  pro- 
bability of  recurrence. 

The  usual  termination  is  recovery.  Out  of  sixty-one  cases,  re- 
covery was  assumed  to  have  taken  place  in  twenty ;  in  most  of 
these  the  attacks  had  ceased  for  some  years.  In  sixteen  cases, 
vesicles  continued  to  be  discharged  at  the  date  of  the  record;  in 
nineteen  cases  the  termination  was  fatal ;  and  in  six  we  are  left 
without  information.  Of  the  nineteen  fatal  cases,  death  took 
place  in  nine  from  causes  other  than  the  hydatid  disease 
(phthisis,  cancer,  gangrsena  senilis,  &c.) ;  so  that  only  in  ten 
(sixteen  per  cent.)  was  the  fatal  issue  attributable  to  the  para- 
site. Death  was  brought  about  in  these  ten  cases  in  diverse 
ways — by  bursting  of  the  cyst  into  the  bronchi,  by  pleurisy  from 
pressure  of  the  tumor  on  the  thoracic  cavity,  suppuration  of  the 
sac,  &c.  In  a  case  reported  by  Dr.  Blackburn,  the  left  kidney 
was  the  seat  of  a  hydatid  cyst  which  had  burst  into  the  pelvis  of 
the  organ,  where  a  large  calculus  was  also  found ;  the  right  kid- 
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ney  was  congenital  ly  absent;  so  that  the  abrogation  of  the  func- 
tion of  the  left  (and  unique)  kidney  proved  necessarily  fatal.1 

Etiology. — Hydatids  are  not  uncommon  in  England,  France, 
and  Germany:  more  rare  in  America  and  India.  There  is, 
however,  no  country  so  fearfully  infested  therewith  as  Iceland. 
According  to  Eschricht  (speaking  of  hydatids  in  all  parts  of  the 
body),  a  sixth  part  of  the  population  are  afflicted  with  this  para- 
site. The  frequency  of  the  disease  is  due  to  the  vast  number  of 
dogs  in  that  country,  which  live  in  intimate  contact  with  the  in- 
habitants, and  are  greatly  infested  with  the  tsenia  echinococcus. 
The  ova  of  the  parasite,  discharged  with  the  excrements  of  the 
dogs,  foul  the  dried  fish  which  forms  a  large  part  of  the  food  of 
the  population.  The  embryo  of  the  parasite  thus  finds  its  way 
into  the  stomach,  and  thence  travels  into  different  parts  of  the 
body,  giving  rise  to  hydatid  cysts. 

The  use  of  uncooked  meat  and  salad  is  evidently  an  easy 
source  of  infection,  in  places  where  dogs  are  numerous  and  live 
in  close  intercourse  with  their  masters.  Dr.  Barker's  patient 
had  been  for  a  year  a  vegetarian. 

Men  appear  more  subject  to  renal  hydatids  than  women — the 
proportion,  in  our  sixty-one  cases,  was  forty  men  to  twenty-one 
women.  In  only  one  instance  were  more  than  one  member  of  a 
family  affected :  in  that  case,  a  husband  and  wife  passed  hyda- 
tids by  the  urethra.2 

The  mean  age,  in  forty-five  cases,  was  thirty-four  years  :  the 
youngest  was  only  four  years,  and  the  oldest  seventy-five. 

The  diagnosis  presents  no  difficulty  when  a  tumor  exists  in  the 
side  and  hydatid  vesicles  are  voided  with  the  urine.  When  the 
vesicles  are  broken  in  the  passage,  the  laminated  structure  of 
the  pieces,  or  the  finding  of  echinococci-hooks,  decides  the  na- 
ture of  the  discharge. 

So  long  as  the  parent  cyst  remains  intact,  the  urine  preserves 
its  normal  characters,  and  the  diagnosis  turns  on  the  characters 
of  the  tumor  in  the  flank.  Hydatid  fremitus,  when  present, 
(which  is  rare)  is  a  valuable  sign ;  but  its  absence,  as  we  have 
seen,  has  little  significance. 

Hydatid  tumor  of  the  kidney  is  most  liable  to  be  confounded 
with  hydronephrosis ;    and  in  the  absence  of  discharge  of  vesi- 

1  Lond.  Med.  Journ.,  1781,  p.  126. 

2  Gay,  Med.  Times  and  Gaz.,  1855,  I,  160. 


486  HYDATIDS    IN    THE    KIDNEY. 

cles,  or  their  debris,  with  the  urine,  and  of  hydatid  fremitus,  the 
diagnosis  is  extremely  difficult,  or  impossible  :  it  rests  chiefly  on 
the  indications  of  the  previous  history. 

"When  vesicles  are  voided  with  the  urine,  and  no  tumor  can 
be  detected  in  the  flank,  the  seat  of  the  parent  cyst  is  sometimes 
indicated,  quite  clearly,  to  be  the  kidney,  by  signs  of  nephritic 
colic — in  other  cases,  more  obscurely,  by  pains  in  the  back  and 
loins  or  about  the  crest  of  the  ilium.  When  these  indications 
fail,  a  careful  examination  of  the  pelvis  should  be  made  through 
the  rectum  or  vagina  :  if  no  evidence  be  found  of  a  tumor  be- 
tween these  parts  and  the  bladder,  it  may  be  inferred,  almost 
with  certainty,  that  the  parent  cyst  is  situated  in  the  kidney. 

The  prognosis  is  generally  favorable — much  more  so  than  in 
hydatid  cysts  of  other  internal  organs  (the  uterus  excepted),  on 
account  of  the  facility  and  safety  of  evacuation  by  the  urinary 
passages.  It  is  most  favorable  of  all  when  the  discharge  of 
hydatids  by  the  urethra  is  unassociated  with  tumor  in  the  abdo- 
men. In  no  such  case  has  a  fatal  result  been  recorded :  the  c}Tst 
in  such  cases  may  be  inferred  to  be  small,  and  to  be  situated  in 
the  pyramidal  structure  of  the  kidney,  whence  its  contents  find 
easy  exit  through  the  infundibula. 

When  a  renal  tumor  exists,  the  issue  is  still  likely  to  prove 
favorable  if  the  cyst  has  opened  into  the  urinary  passages. 
There  is,  however,  some  risk  that  a  second  opening  may  be 
formed  in  a  less  safe  direction  (into  the  lungs),  or  that  the  cyst, 
or  the  parts  around,  may  suppurate.  This  latter  contingency  is 
by  no  means  rare,  nor  is  it  necessarily  fatal.  In  several  instances 
large  quantities  of  pus  were  discharged  with  the  vesicles,  and 
yet  the  issue  was  favorable.  In  three  cases,  in  which  vesicles 
were  discharged  both  by  stool  and  with  the  urine,  the  termina- 
tion was  favorable.  In  an  instance  recorded  by  Fleckles,  a 
woman  who  had  had  a  tumor  in  the  side  for  many  years  voided 
frequently  hydatids  by  the  urethra,  and  subsequently  a  large 
quantity  by  vomiting.  At  the  date  of  the  report  the  case  was 
going  on  favorably.1  In  the  two  cases  in  which  the  cyst  burst 
into  the  cavity  of  the  thorax,  the  termination  was  fatal. 

When  the  cyst  fails  to  open  a  passage  for  its  contents  into  the 
pelvis  of  the  kidney,  the  prospects  of  the  patient  are  much  more 

1  Schmidt's  Jahrb.,  Bd.  87,  p.  205. 
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serious.  The  tumor  is  liable  to  attain  very  great  dimensions, 
and,  by  its  pressure,  to  excite  inflammation  in  the  surrounding 
parts,  or  within  the  chest;  or  the  cyst  itself  may  suppurate  and. 
be  transformed  into  a  vast  abscess.  The  operation  of  puncturing 
such  a  cyst  is  one  of  considerable  danger. 

Treatment. — The  indications  to  be  held  in  view  are,  to  destroy 
the  life  of  the  parasite,  to  facilitate  the  evacuation  of  the  cyst, 
and  to  combat  the  accessory  symptoms  and  complications. 

Whether  medicines  administered  internally  have  any  real 
power  to  destroy  the  life  of  a  hydatid  parasite,  or  to  facilitate 
the  evacuation  of  a  hydatid  cyst,  may  be  greatly  doubted. 
Nevertheless,  oil  of  turpentine  has  obtained  a  certain  reputation 
on  the  strength  of  its  teenia-fuge  properties.  The  echinococcus 
of  the  hydatid  vesicle  is  undoubtedly  identical  with  the  head  of 
a  certain  species  of  tape-worm ;  but  the  condition  of  a  parasite 
free  in  the  intestinal  canal,  is  widely  different  from  the  encysted 
state  of  the  same  parasite  in  the  substance  of  the  kidney,  where 
remedies  can  only  reach  it  indirectly,  by  the  circuitous  route  of 
the  circulation.  Turpentine  was  given  in  a  large  proportion  of 
the  recorded  cases;  but  there  is  little  evidence  that  it  had  any 
beneficial  influence  beyond  its  diuretic  effects. 

The  escape  of  the  vesicles  in  Dr.  Babington's  case,  was  thought 
to  be  favored  by  a  course  of  iodide  of  potassium. 

A  variety  of  other  vermifuge  and  diuretic  medicines  have 
been  used,  with  more  or  less  show  of  success — calomel,  nitrate 
of  potash,  the  caustic  alkalies,  hemlock,  taraxacum,  &c.  Beraud 
states  of  his  patient,  that  whenever  he  took  white  wine,  or  beve- 
rages containing  nitre,  he  voided  a  much  larger  number  of 
vesicles  than  at  any  other  times.  On  two  different  occasions  he 
was  made  to  take  20  grains  of  nitre  in  dandelion  tea,  and  each 
time  the  desired  effect  was  speedily  produced.1 

Electro-puncture  has  also  been  practised  with  a  view  to  kill 
the  worm,  but  without  evidence  of  success. 

When  the  cyst  has  opened  into  the  pelvis  of  the  kidney,  the 
practitioner  is  able,  in  diverse  ways,  to  facilitate  the  expulsion 
of  the  vesicles,  and  to  moderate  the  severity  of  the  accompanying 
symptoms.  Anodynes,  especially  opium,  the  warm  bath,  free 
use  of  diluents,  are  indicated  during  the  passage  of  the  vesicles; 

i  Gaz.  d.  Hop.,  Aug.  11,  1832.     B6raud',  1.  c,  p.  93 
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if  the  nephritic  paroxysm  be  intense,  blood  may  be  abstracted 
from  the  loins  by  cupping.  Sometimes  mechanical  aid  is  re- 
quired to  assist  the  liberation  of  the  vesicles.  Dr.  Lettsom's 
patient  (see  p.  481)  helped  their  transit  along  the  ureter  by 
pressing  them  forward  with  his  fingers;  and  in  several  cases  it 
is  noted,  that  patients  (mostly  women)  have  used  the  fingers  to 
dislodge  vesicles  impacted  in  the  orifice  of  the  urethra.  The 
use  of  the  catheter  is  sometimes  required,  to  relieve  the  reten- 
tion of  urine  caused  by  vesicles  engaged  in  the  urethra  or  press- 
ing against  the  neck  of  the  bladder. 

When  the  cyst  remains  closed,  measures  may  be  taken  (as  in 
similar  cysts  of  the  liver)  to  evacuate  its  contents  by  artificial 
puncture.  In  renal  hydatids,  however,  this  proceeding,  neces- 
sarily one  of  considerable  danger,  should  be  delayed  as  long  as 
possible,  in  the  hope  that  spontaneous  rupture  may  yet  take 
place  into  the  pelvis  of  the  kidney,  and  the  contents  be  more 
safely  evacuated  through  the  urinary  channels.  Operative  pro- 
cedures are  only  justifiable  when  the  cyst  has  attained  great  di- 
mensions, and  is  exercising  dangerous  pressure  on  the  thoracic 
organs,  and  threatening  to  burst  in  some  untoward  direction. 

If  operation  be  decided  on,  it  should  always  be  preceded  by 
an  exploratory  puncture  with  a  fine  trocar.  If  the  tumor  bulge 
in  the  loin,  it  should  unquestionably  be  opened  from  behind,  in 
order  to  avoid  the  peritoneum.  If  it  bulge  forward,  the  safer 
plan  is  probably  to  proceed  according  to  the  method  of  Reca- 
mier,  and  procure  previous  adhesion  of  the  peritoneal  surfaces 
to  the  sac,  by  means  of  a  succession  of  caustic  potash  applica- 
tions, before  penetrating  into  the  cavity.  When  this  is  accom- 
plished, the  cysts  may  be  evacuated  by  a  larger  trocar,  and  after- 
wards injected  with  iodine  solutions. 

In  a  hydatid  cyst  (probably  of  the  liver)  successfully  treated 
by  Mr.  Cock,  repeated  punctures  with  a  needle  trocar  were 
made  at  intervals  of  about  ten  days.  From  two  to  four  pints  of 
limpid  fluid  were  removed  on  each  occasion.  After  the  third 
puncture,  the  evacuated  fluid  became  turbid  and  brownish. 
After  the  fifth  puncture,  the  fluid  was  withdrawn  about  every 
third  day,  and  the  cavity  washed  out  with  warm  water  for  a 
period  of  about  three  weeks.  A  fortnight  later,  the  opening 
was  enlarged  by  bistoury,  and  a  large  quantity  of  hydatids 
evacuated.     The  cyst  gradually  contracted,  and  suppurated ;  it 
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was  occasionally  washed  out  with  a  solution  of  chlorinated  soda 
when  the  discharge  became  offensive.  Complete  recovery  took 
place  in  ten  months.  (Med.  Times  and  Gaz.,  1855,  I,  p.  57.) 

II. — BILHARZIA    H^EMATOBIA Cobbold. 


Fiff.  bi. 


(Distoma  Hocinatobiivm — Bilharz.) 

Bilharz — Zeitschr.  fur  Wissenschaftliehe  Zoologie.     Bd.  iv. 

Griesinger— Beobachtungen  uber  die  Krankheiten  von  Egypten.     Archiv  d, 

Pkysiolog.  Heilk.  1854,  p.  561. 
Davaine — Entozoaires.     Synopsis,  No.  38. 
Cobbold — Entozoa,  p.  197. 
Harlet  (Dr.  John) — Endemic  Hematuria  of  the  Cape  of  Good  Hope.     Med. 

Chir.  Trans.,  vol.  slvii,  p.  55. 

This  parasite  was  discovered  by  Bilharz,  while  conducting, 
with  Griesinger,  an  investigation  into  the  diseases  of  the  Egyp- 
tians. Bilharz  named  it  Distoma  Haematobium  ;  but  later  writers 
have  erected  it  into  a  separate  genus,  which  Cobbold  has  named 
Bilharzia  in  honor  of  its  discoverer.  It  is  an  elongated,  soft- 
skinned,  bisexual  entozoon,  three  or  four  lines  in  length,  of  the 
trematode  or  fluke  kind.  (Fig.  54.)  It 
inhabits  the  branches  of  the  portal  sys- 
tem, and  the  minute  veins  of  the  pelvis 
of  the  kidney,  ureter,  and  bladder.  So 
common  is  it  among  the  Egyptians, 
that  Griesinger  found  it  117  times  in 
363  autopsies. 

The  male  (h  i  g)  is  comparatively 
thick  and  short,  and  provided  with  a 
gynsecophoric  canal,  in  which  the  lon- 
ger, filiform  female  [a  b  c)  is  lodged 
during  the  copulatory  act. 

The  eggs  (Fig.  55  b)  are  oval  bodies, 
T4o  of  an  inch  long,  with  a  spiny  pro- 
jection from  the  anterior  end.  The 
embryo,  when  newly  escaped,  is  flask- 
shaped,  and  provided  with  cilia. 

This  creature  does  not  produce  much 
mischief  in  the  larger  veins ;  but  when 
lodged  in  the  smaller  vessels  of  the  mucous  and  submucous  tis- 


Bilharzia  Htematobia,  highly 
magnified,  h  i  g,  the  male  ; 
a  b  c,  the  female.  (After 
Bilharz.) 


490  BILHARZIA    H.EMATOBIA. 

sue  of  the  urinary  and  intestinal  tracts,  it  engenders  severe  and 
often  fatal  disorganization.  Griesinger  found  that,  in  the  large 
intestines,  it  gave  rise  to  a  disease  resembling  dysentery,  and 
that  it  was  a  frequent  complication  of  that  disease,  but  not  the 
essential  cause  of  it. 

The  ravages  of  the  Bilharzia  produce  much  more  serious  re- 
sults in  the  urinary  channels  than  in  the  intestines.  It  chiefly 
affects  the  bladder  :  but  frequently  also  the  ureter  and  pelvis  of 
the  kidney. 

In  the  bladder,  it  gives  rise  to  injected  and  ecchymotic  raised 
patches,  varying  from  the  size  of  a  lentil  to  that  of  a  shilling, 
covered  with  a  tough  mucus,  or  with  grayish-yellow,  bloody 
exudation,  which  contains  masses  of  ova.  In  more  advanced 
stages  the  patches  are  more  elevated,  discolored,  mixed  with 
pigment  specks,  smooth  and  leathery,  or  soft,  friable,  and  in- 
crusted  with  gravelly  matter,  composed  of  uric  acid  and  other 
urinary  deposits,  mixed  with  ova  and  blood.  In  other  cases, 
the  patches  resemble  nodules  or  condylomata,  over  which  the 
mucous  membrane  is  sometimes  preserved  uninjured,  some- 
times thickened,  injected,  adherent,  or  detached. 

When  the  parasite  invades  the  ureter  and  pelvis  of  the  kidney, 
its  effects  are  still  more  destructive.  The  calibre  of  the  ureter 
is  narrowed  at  the  affected  spot.  Above  the  constriction,  the 
ureter  is  dilated  from  accumulation  of  urine ;  the  pelvis  is  also 
distended,  and  a  hydronephrotic  condition  is  produced.  Or,  in- 
flammation and  suppuration  are  set  up,  and  severe  pyelitis  en- 
sues. In  one  instance,  Griesinger  found  the  kidney  distended 
into  an  enormous  sac  filled  with  pus — the  renal  tissue  being 
wholly  destroyed. 

In  addition  to  these  direct  results,  urinary  concretions  are 
often  formed  on  masses  of  ova,  and  grow  into  large  calculi. 
This  accounts  for  the  frequency,  and  endemic  prevalence,  of  cal- 
culous disorders  in  Egypt. 

Griesinger  remarks :  "  These  various  changes  in  the  mechani- 
cal state  and  nutrition  of  the  uro-poietic  apparatus  fail  not  to 
react  most  deleteriously  on  the  entire  organism.  A  series  of 
cases  have  fallen  under  our  notice,  in  which  they  produced  gene- 
ral ill  health,  and,  at  length,  death.  Most  of  these  individuals 
were  finally  cut  off,  with  shattered  constitutions,  by  pneumonia, 
dysentery,  and  the  like The  direct  signs  of  the  disease 
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are  to  be  sought  in  the  uro-poietic  system,  but  especially  in  the 
urine.  Repeated  hematuria  in  sickly  individuals,  from  unknown 
causes,  often  came  before  us  in  Egypt.  We  no  longer  doubt 
that  the  symptoms  were  produced  by  distoma-processes.  The 
eggs  of  the  distoma  were  found  by  Bilharz  in  the  urine  of  a  boy 
who,  during  convalescence  from  typhus,  suffered  from  hsematu- 
ria.1  Symptoms  of  pyelitis,  or  slight  affection  of  the  bladder, 
must  be  present  in  many  cases."  ....  "  Cases  also  came  before 
us,  which  awoke  a  strong  suspicion,  that  the  Distoma  disease 
sometimes  ran  its  course  as  an  acute,  severe,  and  fatal  disorder. 
We  found  on  two  occasions,  in  the  bodies  of  persons  who  had 
rapidly  died  from  an  unknown  acute  disease,  abundant  recent 
distoma-changes  in  the  bladder,  recent  pyelitis,  and  a  uniform 
dark-red  hyperaemia  of  the  kidneys.  In  other  cases  of  supposed 
rapid  typhus,  the  same  changes  were  found  in  the  bladder  and 
ureter."  These  researches  open  a  wide  field  for  conjecture. 
Not  only  may  urinary  derangements  and  uraemia  be  occasioned 
by  the  ravages  of  the  parasite,  but  septic  infection  may  arise 
from  the  accumulation  of  heaps  of  dead  and  dying  animals  in 
portal  vessels ;  or  the  animals  may  creep  into  the  general  circu- 
lation, and  find  their  way  into  organs  of  vital  importance  :  in  one 
instance  distoma  egg-shells  were  found  in  the  blood  of  the  left 
ventricle. 

In  a  note  to  his  remarkable  paper,  Griesinger  throws  out  the 
conjecture  that  the  endemic  hsematuria  of  hot  countries  may  be 
due  to  the  presence  of  this  worm  in  the  urinary  passages.  A 
most  interesting  confirmation  of  this  conjecture  has  been  recently 
supplied  by  the  researches  of  Dr.  John  Harley.  Dr.  Harley  had 
an  opportunity  of  examining  the  urine  of  three  gentlemen  who 
had  resided  at  the  Cape  of  Good  Hope,  and  who  had  been  sub- 
ject to  the  endemic  hasmaturia  of  that  country.  One  of  these 
still  continued  to  be  affected  with  slight  haematuria ;  the  other 
two  considered  themselves  cured  of  the  hematuria,  but  were 
subject  to  gravel.  In  the  deposit  from  the  urine  of  all  three, 
Dr.  Harley  detected  numerous  ova  of  the  Bilharzia.  The  con- 
dition of  the  urine  in  the  first  case  is  thus  described  by  Dr.  Har- 
ley :  "  Pale  amber  colored,  sp.  gr.  1017.6,  acid,  deposits  a  deep 
layer  of  dirtyish-white  flocculent  matter,  amongst  which  were 

1  Griesinger  states  that  the  clinical  aspect  of  the  subject  only  began  to  engage 
their  attention  when  he  and  Bilharz  were  about  to  quit  Egypt. 
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two  sliort  opaque  filaments  about  the  ■£%  of  an  inch  in  diameter, 
of  a  brownish  color  and  soft  consistence,  two  shorter  and  wider 
fragments  of  the  same  substance,  a  little  reddish  mass  of  the  size 
of  a  hemp-seed,  like  a  little  clot  of  blood,  and  numerous  white 
specks.  The  clear  limpid  urine,  when  acidulated  with  nitric 
acid  and  heated,  deposited  a  trace  of  albumen."  Uric  acid,  oxa- 
late of  lime  and  urates  were  also  sometimes  found.  The  deposit, 
examined  microscopically,  was  found  to  contain  pus  corpuscles ; 
and  the  filamentous  bodies  and  coagula  contained  imbedded  in 
them  great  numbers — sometimes  thirty  or  forty,  or  more — of 
bright  highly  refractive  oval  bodies,  which  were  identified  as  the 
ova  of  Bilharzia  (Fig.  55).     These  observations  seem  to  establish 

Fig.  55. 


Ova  of  Bilharzia  hgematobia,  found  in  the  urine  of  a  patient  suffering  from  the  endemic 
hsematuria  of  the  Cape  of  Good  Hope,  a,  filament  of  mucus  containing  ova  imbedded 
in  it  X   50  ;  b,  ova  as  they  appeared  in  the  fresh  urine  X  100.      (After  Harley.) 

the  parasitic  origin  of  the  endemic  hematuria  of  Cape  Colony, 
and  render  it  exceedingly  probable,  that  the  endemic  heematuria 
of  the  Mauritius  and  other  hot  climates  has  a  similar  origin. 

Of  the  treatment  of  this  parasite  Dr.  Harley  observes:  "I  have 
found  that  a  draught  composed  of  rrgxv  each  of  oil  of  turpen- 
tine and  male  fern,  and  vyv  of  chloroform,  in  gii  of  tragacanth 
mixture,  given  every  morning,  brought  away  great  numbers  of 
the  ova.  The  saline  (?  acid)  condition  of  the  urine  is  much 
diminished,  and  the  renal  irritation  and  pain  due  to  the  presence 
of  crystalline  concretions  are  much  relieved  by  the  administra- 
tion of  bicarbonate  of  potash  in  copious  draughts  of  water. 
The  alkali  dissolves  the  uric  acid,  which  I  believe  to  be  the 
cementing  medium  of  the  oxalic  deposits,  and  thus  the  disin- 
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tegration  of  the  calculi  is  facilitated,  and  their  formation  pre- 
vented" (1.  c,  p.  68). 

From  the  researches  of  Siehold  on  the  trematode  worms,  k 
may  he  assumed,  that  hetween  the  ciliated  embryo  above  men- 
tioned and  the  adult  sexual  worm,  there  are  two  other  distinct 
forms,  which  serve  to  complete  the  chain  of  metamorphoses 
connecting  these  two  extremes  of  development.  Fresh-water 
mollusca  and  fish  are  probably  the  victims  selected  by  the  para- 
site during  its  development  through  these  intermediate  stages. 
Harley  on  these  grounds  suggests  the  following  prophylactic 
measures  in  districts  affected  with  endemic  hematuria  :  1.  The 
water  should  be  conveyed  from  its  source  to  its  destination  in 
covered  channels,  so  that  the  ova  contained  in  the  urinary  and 
fiecal  products  of  those  infested  with  the  parasite  may  be  pre- 
vented mixing  with  it.  2.  Drinking-water  should  be  filtered. 
3.  Salads  which  may  entangle  small  mollusca  containing  para- 
sites, and  uncooked  molluscs  and  fish  (as  smoked  fish),  should 
be  carefully  avoided. 

III. — STRONGYLUS    GIGAS — Rudolphi. 

{Eustrongylus  gigas. — Diesing.) 

Davaine — Entozoaires.     Synopsis  99,  and  p.  267. 
Cobbold — Entozoa,  p.  358. 

This  is  the  largest  of  the  nematoid  worms,  and  in  its  general 
conformation  resembles  a  gigantic  lumbricus.  The  male  mea- 
sures from  ten  inches  to  a  foot  in  length,  and  a  quarter  of  an 
inch  in  breadth,  while  the  female  has  sometimes  a  length  of 
more  than  a  yard.  It  is  distinguished  from  the  common  round 
worm  by  its  reddish  color  (which  is,  however,  apparently  due  to 
the  sanguineous  fluid  in  which  it  is  usually  bathed),  its  greater 
size,  and  the  existence  of  six  nodules  or  papillae  round  the 
mouth.    The  Ascaris  lumbricoides  has  only  three  oral  papilfe. 

This  worm  is  almost  peculiar  to  the  kidney  and  urinary  pas- 
sages, and  is  very  rarely  found  elsewhere.  It  inhabits  weasels, 
the  North  American  mink,  and  has  been  found  in  the  dog,  wolf, 
horse,  ox,  and  some  other  animals.  It  is  of  extreme  rarity  in 
the  human  subject.  Of  the  seventeen  alleged  cases  collected 
by  Davaine,  he  only  classes  seven  as  even  probable  instances. 
There  are  none  of  recent  occurrence ;  and  it  is  evident  that  most 
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of  the  alleged  cases  were  really  examples  of  lumbrici,  which  had 
penetrated  into  the  urinary  passages  from  the  intestines. 

A  very  tine  specimen  is  preserved  in  the  museum  of  the  Lon- 
don College  of  Surgeons,  which  I  have  had  an  opportunity  of 
examining.  It  is  an  undoubted  strongylus,  more  than  a  foot 
long.  It  originally  belonged  to  Brookes's  museum,  and  is  en- 
tered in  Brookes's  catalogue  as  "  an  uncommonly  fine  specimen 
of  an  enormous  worm  (strongylus  gigas)  found  in  the  kidney  of 
a  patient  of  the  late  Thomas  Sheldon,  Esq." 
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IV. — PENTASTOMA   DENTICULATUM — Rudolphi. 

Davaine — Entozoaires,  pp.  lxxxviii,  and  293. 

"Wagner — Archiv  der  Physiologische  Heilkunde,  1862,  p.  581. 

Cob  bold — Entozoa,  p.  394. 

This  is  a 'very  minute  encysted  parasite,  about  a  line  and  a 
half  long,  club-shaped,  with  a  double  pair  of  hooks,  and  devoid 
of  sexual  organs  (see  Fig.  56).  It  is  conjec- 
tured by  Davaine  to  be  the  larva  of  pen- 
tastoma  taenioides,  which  infests  the  frontal 
sinuses  of  dogs  and  horses.  !No  symptoms 
are  known  to  be  produced  by  it. 

The  only  known  instance  in  which  the 
parasite  was  found  in  the  urinary  organs  is 
the  following  :  In  making  the  autopsy  of  a 
painter,  sixty-two  years  of  age,  who  died  of 
Bright's  disease,  Wagner  found  on  the  con- 
vex border  of  the  right  kidney  a  small, 
whitish,  slightly-raised  oval  patch  of  fibrous 
appearance,  about  one-seventh  of  an  inch  long. 
It  was  situated  under  the  capsule  of  the  kid- 
ney. This  little  body  was  hollow  in  the 
interior :  it  contained  a  yellowish  mass,  which 
on  examination  disclosed  the  presence  of  a 
worm,  which  was  recognized  as  the  penta- 
stoma  denticulatum  of  Rudolphi. 

This  worm  is  common  on  the  surface  of 
the   liver   in  goats,  oxen,  rabbits,  cats,  and 
some    other    animals.     It  has   also  recently 
been  found  on  the  surface  of  the  liver  in  man,  by  Zenker  in 
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Dresden,  Ileschl  in  Vienna,  and  by  Virchow,  "Wagner,  and  Fre- 
richs  in  other  parts  of  Germany.  Cobbold  states  that  Dr. 
Murchison,  during  the  time  he  held  the  office  of  Pathologist  at 
the  Middlesex  Hospital,  diligently  searched  for  it  without 
success. 

V. — ERRATIC  WORMS. 

Intestinal  worms  sometimes  penetrate  into  the  urinary  pas- 
sages, and  are  voided  wTith  the  urine.  In  women,  thread  worms 
occasionally  creep  into  the  bladder  through  the  urethra;  and 
in  both  sexes  lumbrici,  and  joints  of  tapeworm,  have  been 
known  to  creep  into  the  bladder  through  fistulous  communica- 
tions, caused  by  abscesses,  passage  of  pins,  lithotomy,  &c. 

VI. — SPURIOUS  WORMS. 

The  spiroptera  hominis  of  Rudolphi,  the  diplosoma  crenata  of 
Farre,  and  the  dactylitis  aculeatus  of  Curling,  have  been  clearly 
proved  by  Schneider  and  Cobbold  to  be  examples  of  imposition 
— witting  or  unwitting — on  the  part  of  patients.  The  history  of 
the  so-called  diplosoma  crenata  of  Farre  furnishes  one  of  the 
most  remarkable  examples  ever  put  on  record  of  long-continued 
and  successful  deception  practised  on  scientific  inquirers.  The 
following  references  may  be  consulted  on  the  subject :  "W". 
Lawrence,  Med.  Chir.  Trans,  vol.  ii,  885 ;  A.  Farre,  Beak's 
Archives  of  Medicine,  vol.  i,  p.  290 ;  A.  Schneider,  Reichert  and 
Dubois's  Archiv,  1862,  p.  275 ;  Cobbold,  Entozoa,  pp.  403,  409 ; 
Curling,  Med.  Chir.  Trans,  vol.  xxii,  p.  274. 


CHAPTER    XIV. 

ANOMALIES-  OF  POSITION,  FORM,  AND  NT7MBEB  OF  THE 

KIDNEYS. 


Chcpart — Malad.  d.  Yoies  Erinaires.   (Edit.  bvSegalas.)     Paris,  1855.  p.  58. 

Ratek— ITalad.  d.  Reins,  T.  ill,  769. 

Doham- Guy's  Hosp.  Reports,  I860,  p.  404. 

Rosexsteix — Xierenkrankheiten,  p.  472. 

Togel — Krankh.  d.  Harnbereitenden  Organe.     Erl.  1865,  p.  706. 


The  kidneys  are  subject,  like  other  organs,  to  certain  devia- 
tions froni  their  natural  situation,  form,  and  number.  Most  of 
those  deviations  are  congenital ;  others  are  acquired  later  in  life, 
through  accident  or  disease.  Some  of  them  are  appreciable 
during  life,  and  are  liable  to  be  confounded  with  wholly  different 
pathological  states:  others  are  entirely  latent;  and  are,  so  long 
as  the  healthy  state  is  maintained,  nowise  detrimental  to  the 
subject  of  them;  but  bring  greatly  increased  risks,  under  cer- 
tain contingencies  of  obstruction  to  the  course  of  the  urine. 

I. — ANOMALIES    OF    POSITION. 

The  kidneys  may  occupy  an  unnatural  situation,  and  remain 
permanently^^  in  that  situation;  or  the  misplaced  organs  may 
possess  a  certain  mobility. 

A. — Fixed  Malpositions  of  the  Kidneys. 

The  kidney  may  be  displaced  downwards,  upwards,  or  late- 
rally, by  the  pressure  of  a  tumor  growing  in  its  vicinity,  or  by 
an  enlarged  liver,  spleen,  pancreas,  or  supra-renal  body;  in 
these  cases  the  malposition  is  acquired.     But  the  malposition  may 
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also  be  congenital     Instead  of  lying  beside  the  vertebral  column, 
deep  in  the  lumbar  region,  the  organ  may  be  fixed  in  front  of 
the  vertebrse,  or  on  the  brim  of  the  pelvis,  or  within  tha* 
in  a  case  .figured  by  Iiuysch,  the  kidney  lay  ere  with  its 

hilus  turned  upwards,  the  ureter  descending  behind  it. 

A  kidney  congenitally  misplaced,  usually  deviates  more  or 
less  from  its  natural  configuration,  and  is  associated  with  mal- 
position of  some  portion  of  the  large  intestine  and  Tjeritoneum. 
The  renal  artery  and  ureter  also,  necessarily,  deviate  less  or 
more  from  their  natural  distribution.  The  corresponding  supra- 
renal capsule  does  not  (in  congenital  cases)  follow  the  kidney 
into  its  abnormal  situation,  but  invariably  occupies  its  usual 
place  in  the  lumbar  region. 

By  far  the  most  common,  and  also  the  most  practically  im- 
portant, of  the  fixed  misplacements  of  the  kidney,  are  those  in 
which  the  organ  lies  within,  or  upon  the  brim  of,  the  pelvis. 
In  these  cases  the  misplaced  organ  is  liable  to  be  felt  during 
life,  either  through  the  abdominal  wall,  or 
the  vagina,  and  to  be  mistaken  for  some 
other  object;  if  it  lie  within  the  pelvis,  it 
may  embarrass  and  complicate  parturition. 

In  nineteen  cases  of  congenital  malposi- 
tion of  the  kidney,  which  I  have  been  able 
to  collect  and  compare,  the  abnormality 
was,  in  every  instance,  confined  to  one 
kidney;  and  the  left  kidney  was  much 
more  commonly  affected  than  the  right 
(left  14,  right  5). 

The  most  frequent  of  these  deviations 
was  to  find  the  kidney  lying  obliquely  on 
the  sacro-iliac  synchondrosis,  as  represent- 
ed in  Fig.  57.  In  some  of  the  cases,  the 
organ  was  fixed  beside  the  uterus,  or  trans- 
versely between  the  rectum  and  bladder, 
or  across  the  prominence  of  the  sacrum. 

Mr.  Canton  has  described  and  figured  a  curious  specimen, 
taken  from  a  man  who  died  (of  bronchitis)  at  the  age  of  twenty- 
seven.  There  were  no  renal  symptoms  during  life.  The  right 
kidney  was  in  all  respects  normal ;  but  the  left  was  situated 
below,  and  between,  the  bifurcation  of  the  aorta,  as  shown  in 

32 


Left  kidney,  lying  on  the  left 
saero -iliac    synchror  h 
— (From  a  drawing  in  the 
a  of  Dr.  Eenaud.  i 
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Fio\  58.  Instead  of  presenting  the  ordinary  kidney-shape,  the 
gland  was  rudely  oval,  and,  on  some  parts  of  its  surface,  lobu- 
lated.  The  pelvis  of  the  organ  was  directed  almost  immediately 
forward,  and  the  upper  portion  of  the  areter  was  dilated,  owing 
to  the  impaction  in  it  of  an  oxalate  of  lime  calculus,  weighing 
21  drachms.     The  left  renal  arteries  were  two  in  number,  and 


Fig.  58. 


Mr.  Canton's  ease  of  misplaced  and  lobulated  kidney. — (From  the  Transactions  of  the 
Pathological  Society,  vol.  xiii,  p.  147.) 

sprang  from  the  fore  part  of  the  aorta  at  a  short  distance  above 
its  division.  The  sigmoid  flexure  of  the  colon  was  placed,  as 
represented  in  the  engraving,  on  the  right  side  of  the  kidney. 

It  rarely  happens  that  malpositions  of  this  class  produce  any 
evidence  of  their  existence  during  life ;  but  sometimes,  as  in  the 
two  following  cases,  the  misplaced  organ  forms  a  palpable  tumor 
in  the  abdomen,  which  is  liable  to  be  mistaken  for  something  of 
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a  more  serious  character  ;  or,  in  the  female,  it  may  constitute  an 
obstacle  to  parturition. 

Case  I. — Left  kidney  malformed,  and  situated  over  the  left  sacro-iliac 
synchondrosis,  mistaken  for  an  abdominal  tumor.  {Durham,  Guy's 
Hosp.  Reports,  1860,  p.  407.) 

Mr.  W.  S.,  previously  in  good  health,  suffered,  at  the  age  of  forty- 
five,  from  a  severe  attack  of  fever.  During  his  recovery  he  noticed, 
for  the  first  time,  a  tumor  deeply  seated  in  the  hypogastric  region, 
somewhat  on  the  left  of  the  middle  line.  This  tumor  was  found  on 
examination  to  be  oval  in  form,  somewhat  elastic  to  the  touch,  and 
fixed.  It  was  not  nodulated,  nor  did  it  present  any  distinctive  ele- 
vations or  depressions.  Manipulation  gave  rise  to  very  disagree- 
able sensations,  but  not  to  acute  pain.  Considerable  alarm  was  felt 
by  the  patient,  especially  as  some  members  of  his  family  had  died 
from  "  tumor  in  the  abdomen."  In  the  course  of  a  short  time,  when 
convalescence  from  the  fever  was  established,  a  second  opinion  was 
taken.  The  conclusion  arrived  at  was,  that  there  existed  in  the 
lower  part  of  the  abdomen  "a  tumor  of  doubtful  character."  Iodine 
ointment  was  applied,  and  iodide  of  potassium  taken  internally.  The 
treatment  was  continued  for  some  time,  but,  of  course,  did  not  pro- 
duce the  slightest  effect  on  the  tumor.  Mr.  S.  never  thoroughly  re- 
covered his  health  and  strength,-  and,  about  four  or  five  years  after 
his  attack  of  fever,  died  of  pulmonary  disease. 

Autopsy. — Upon  opening  the  abdomen,  it  was  at  once  seen  that  the 
supposed  tumor  was  nothing  more  than  the  left  kidney,  which  was 
situated  over  the  sacro-iliac  synchondrosis,  and  extended  somewhat 
on  the  promontory  of  the  sacrum,  and  also,  by  its  lower  part,  into 
the  true  pelvis.  The  colon  formed  no  sigmoid  flexure  in  the  left  iliac 
fossa,  but  passed  across  the  middle  line;  and  the  commencement  of 
the  rectum  was  on  the  right  side  of  the  sacrum.  The  supra-renal 
capsule  was  in  its  normal  position.  The  kidney  presented  two  de- 
pressions, which  divided  its  surface  somewhat  indistinctly  into  three 
portions.  The  principal  arterial  supply  was  derived  directly  from 
the  aorta,  by  a  branch  coming  off  just  above  the  bifurcation;  a 
branch  of  the  common  iliac  artery  of  the  opposite  side,  and  a  branch 
of  the  internal  iliac  of  the  same  side,  also  supplied  different  parts  of 
the  organ.  There  was  one  principal  vein,  which  passed  from 
the  internal  and  posterior  part  of  the  kidney  into  the  vena  cava  just 
above  the  junction  of  the  common  iliac  veins.  The  ureter  resulted 
from  the  junction  of  four  branches;  of  these,  two  came  from  the 
upper  and  posterior  part,  while  the  two  principal  ones  came  from 
the  anterior  and  lower  part ;  these  branches  joined  one  another  about 
an  inch  from  their  several  points  of  exit  from  the  organ.  Thus  this 
kidney  presented  no  distinct  hilus,  nor,  consequently,  did  it  possess 
the  characteristic  kidney  shape.  The  right  kidney  was  in  its  natu- 
ral position,  and  both  glands  were  quite  healthy. 
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Case  II. — A  misplaced  left  kidney  offering  an  obstacle  to  parturition. 
CHohl,  cited  by  Bayer,  1,  c,  torn,  iii,  p.  774.) 

The  subject  of  this  observation  was  a  woman,  in  whom  the  left 
kidney  was  situated  deeply  on  the  inside  of  the  psoas  muscle.  In 
two  labors,  through  which  this  woman  had  passed,  a  tumor  was 
formed  each  time  on 'the  left  side  of  the  pelvis,  which  excited  fixed 
and  increasing  pain  with  each  contraction  of  the  uterus;  the  pas- 
sage of  the  head  was  thereby  retarded,  but  both  accouchements  were 
happily  accomplished. 

The  diagnosis  of  a  misplaced  kidney,  forming  a  pelvic  or  ab- 
dominal tumor,  rests  on  the  moderate  size  and  the  smooth 
elastic  feel  of  the  tumor,  together  with  the  existence  of  a  want 
of  fulness,  or  a  slight  hollowing,  of  the  corresponding  lumbar 
region,  denoting  the  absence  of  the  kidney  from  its  usual  place. 
The  shape  of  the  tumor,  when  reniform,  of  course  greatly  as- 
sists the  diagnosis;  but  in  a  large  majority  of  such  malpositions 
the  peculiar  kidney  shape  is  not  preserved. 

B.  Movable  Kidneys. 

In  addition  to  the  references  on  p.  496,  see  : 

Hare— Med.  Times  and  Gaz.,  1858,  i,  p.  7,  &c.,  and  1860,  i,  p.  30. 

Oppolzer — Ibid.,  1857,  i,  575,  and  Clin.  Europ.,  1859,  No.  2. 

Fritz — Archives  Gen6rales,  1859,  Aug.  and  Sept. 

Henoch — Klinik  d.  Unterleibs-Krankh.     Berlin,  1858.     Bd.  iii,  p.  367. 

Becquet — Archives  Generales,  1865,  Jan. 

Cases— See  Lancet,  1862,  ii,  p.  139;  1863,  i,  p.  521,  ii,  p.  363;  Med.  Times  and 

Gaz.,  1857,  p.  651 ;  1858,  i,  p.  331,  ii,  p.  36;  1859,  ii,  p.  426;  1860,  i,  p.  9; 

1864,  July  9th;  Midland  Journ.,  Jan.,  1858;  Prag.  Vierteljahrschr.,  Bd.  51. 

Yague  allusions  to  mobility  of  the  kidneys  are  found  in  the 
works  of  the  older  writers  (Mesue  and  Kiolan),  but  to  Kayer 
belongs  the  credit  of  having  first  pointed  out  the  practical  bear- 
ing of  this  condition,  and  the  symptoms  and  signs  by  which  it 
may  be  recognized  during  life.  In  this  country  the  subject  has 
been  ably  illustrated  by  Dr.  Hare,  under  whose  observation  no 
fewer  than  seven  cases  have  fallen.  Mr.  Durham  has  brought 
together  and  collated  all  the  instances  (10  in  number)  which,  up 
to  that  time  (1860)  had  been  verified  by  post-mortem  examina- 
tions. Oppolzer  and  Henoch,  in  Germany,  have  contributed  a 
number  of  cases;    Fritz  has  analyzed  all  the  cases  published 
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prior  to  1859;  and  in  the  present  year  Becquet  has  contributed 
an  essay  on  the  pathogenesis  of  movable  kidneys.     The  fol- 
lowing account  is  based  on  an  analysis  of  51  cases  derived  from. 
the  sources  above  indicated. 

Physical  Signs  and  Symptoms. — The  kidneys,  in  their  normal 
state,  are  secured  in  their  position  by  a  thick  investment  of 
adipose  tissue,  and  a  reflection  of  the  peritoneum  which  passes 
over  their  anterior  surfaces ;  but,  under  certain  circumstances, 
one  or  both  kidneys  break  away  from  these  not  very  firm  at- 
tachments, and  float  loose  amid  the  abdominal  viscera — no 
longer  bound  except  by  their  bloodvessels  and  excretory  ducts. 
The  degree  of  mobility  and  of  change  of  position  which  the 
kidney  acquires  in  these  cases  varies  greatl}*.  In  the  generality 
of  cases,  the  organ  descends,  when  the  patient  is  standing  up- 
right, below  the  margins  of  the  ribs,,  and  occupies  a  diagonal 
position,  extending  from  below  upwards  and  outwards,  midway 
between  the  costal  border  and  the  umbilicus.  In  this  situation 
it  forms  an  oblong  tumor,  having  the  shape  and  feel  of  the 
kidney.  It  can  be  pushed  in  various  directions — upwards,  or 
downwards,  or  laterally — over  a  space  of  several  square  inches. 
In  persons  with  flaccid  bellies,,  the  gland  can  be  actually  grasped 
with  the  hand;  and  a  sickening,  sinking  sensation  is  expe- 
rienced when  it  is  compressed ;  otherwise  it  is  usually  painless. 
When  the  patient  lies  horizontally,  the  displaced  kidney  can 
be  thrust  back  again  by  the  hand  into  its  natural  situation  in  the 
lumbar  region;  but  it  generally  resumes  its  unnatural  place 
when  the  pressure  is  withdrawn.  The  respiratory  movements 
and  the  posture  of  the  body  exercise  a  marked  influence  on  the 
position  of  a  movable  kidney.  Deep  inspiration  causes  it  to 
descend,  and  deep  expiration  to  ascend;  it  falls  over  to  the 
linea  alba,  or  in  the  opposite  direction,  as  the  body  is  inclined 
to  this  or  that  side.  In  the  slighter  cases,  half  or  three-quarters 
of  the  length  of  the  organ  is  palpable  through  the  soft  abdo- 
minal walls,  along  the  borders  of  the  false  ribs;  but  the  dis- 
placement is  generally  more  considerable  than  this.  In  a  case 
mentioned  by  Johnson  the  kidney  had  drifted  below  the  um- 
bilicus ;  in  another,  related  by  Day,  the  kidney  lay  in  the  iliac 
fossa,  and  could  be  moved  hither  and  thither  over  a  space  of 
three  or  four  inches.  When  the  patient  reclines,  the  displaced 
organ  occupies  a  higher  position  than  after  long  standing  or 
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walking.  Percussion  does  not  yield  a  dull  sound  over  a  movable 
kidney,  but  a  muffled  tympanitic  note.  When  the  loins  are 
examined,  a  flattening  or  slight  hollowing  of  the  renal  region, 
on  the  side  of  the  displacement,  is  perceived,  and  the  percussion 
note  is  tympanitic,  showing  that  the  absent  kidney  is  replaced 
by  intestine.  When  the  organ  is  thrust  back  by  the  hand  into 
its  original  position,  the  natural  bulging  in  the  loin  is  restored, 
and  the  bowel  sound  disappears. 

The  subjective  symptoms  are  somewhat  vague.  There  is 
usually  a  feeling,  more  or  less  intense,  of  dragging  and  weight 
in  the  abdomen ;  sometimes  it  amounts  to  no  more  than  a  dull 
uneasiness,  chiefly  perceived  after  prolonged  standing  or  exer- 
cise. The  movements  of  the  displaced  organs  are  distinctly 
perceived  by  some  patients ;  in  one  instance  they  were  mistaken 
for  the  supposed  movements  of  a  child  in  the  womb.  Severe 
paroxysms,  resembling  nephritic  colic,  occurred  in  some  cases. 
Two  of  Rayer's  cases  had  neuralgic  pains  running  in  the  course 
of  the  anterior  crural  and  sciatic  nerves.  Constipation  appears 
always  to  aggravate  the  sensations  of  the  patient.  Conscious- 
ness of  the  existence  of  a  tumor  within  the  abdomen  seems  to 
produce  a  hypochondriacal  state  in  some  individuals. 

The  secretion  of  urine,  which  is  always  healthy,  goes  on  gene- 
rally without  the  least  alteration ;  but  in  one  of  Jago's  cases 
there  was  urgency  of  micturition  when  the  kidney  was  pressed 
towards  the  pubes,  and  in  one  of  Henoch's  cases  the  same  symp- 
tom occasionally  occurred  on  long  standing. 

The  only  complications  (not  clearly  accidental)  observed  were, 
epigastric  pulsation,  and  congestion  and  enlargement  of  the  dis- 
placed kidney :  in  three  cases  (perhaps  four)  hydronephritic 
distension  of  the  renal  pelvis  existed. 

The  two  following  examples  furnish  typical  illustrations  of 
movable  kidneys : 

Case  I. — Mrs.  D.,  set.  36,  the  mother  of  several  children,  had  been 
occasionally  under  Dr.  Hare's  care  for  several  years.  She  had  suf- 
fered from  anaemia  and  oligo-menorrhoea,  but  got  quite  well  of  these. 
She  had  afterwards  an  attack  of  gastrodynia,  when  she  had  also 
much  languor  and  debility,  with  weight  and  sinking  sensation  at  the 
epigastrium. 

In  the  spring  of  1852,  Dr.  Hare  attended  her  for  a  slight  bronchial 
attack;  when  she  got  better  of  that  she  complained  of  a  "beating 
sensation"  down  the  middle  of  the  abdomen,  and  also  of  having  at 
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the  upper  part  of  it,  on  each  side,  "  some  swellings  which  on  pressure 
slipped  up  under  the  ribs."  She  had  had  a  sinking  sensation  at  the 
epigastrium  for  years,  but  it  was  only  about  twelve  months  that  she 
had  felt,  on  applying  her  hand  there,  a  tumor  in  one  (the  right '(} 
hypochondrium,  and  about  four  weeks,  another  on  the  other  side. 
The  aortic  impulse  had  been  troublesome  for  five  weeks  past. 

On  making  an  examination  of  the  abdomen  (which  was  rather 
thin,  and  of  short  antero-posterior  diameter,  while  the  parietes  were 
also  flaccid),  the  aortic  impulse  was  found  to  extend  from  the  upper 
part  of  the  epigastrium  to  more  than  an  inch  below  the  umbilicus, 
and  it  was  exceedingly  well  marked  and  strong.  The  left  kidney 
was  situated  lower  than  usual,  but  readily  glided  when  pressed  upon, 
from  under  the  fingers,  deep  into  the  hypochondriac  region,  while, 
on  the  other  hand,  it  might  be  pushed  some  distance  downwards : 
the  right  kidney  presented  the  same  phenomena,  except  that  it  was 

Fig.  59. 


Diagram  showing  the  varying  positions  of  the  kidneys  in  the  ease  of  Mrs.  D.  A  A.  Mar- 
gins of  costal  cartilages.  B.  Right  kidney ;  ordinary  position  -when  patient  is  in  re- 
cumbent position.  C  C.  Ditto,  on  deep  inspiration.  D  D.  Ditto,  position  to  which  it 
can  be  moved.     E  F.  Left  kidney  ;  changes  in  position  of. —  (After  Hare.) 


much  more  mobile,  and  could  be  detruded  downwards  so  far,  that 
the  whole  of  it  could  be  felt  some  distance  below  the  costal  car- 
tilages, and  its  form  well  made  out,  owing  to  the  thinness  of  the 
parietes.    (See  Fig.  59.) 

A  belladonna  plaster  was  applied  to  the  abdomen,  and  some  tinct. 
ferri  sesquichlor.  and  tinct.  calumbse  were  given.  The  patient  was 
afterwards  seen  several  times  by  Dr.  Hare,  and  again  very  recently  : 
at  times  she  had  been  free  from  all  renal  pains,  but  lately  she  had 
again  felt  somewhat  weaker,  and  she  had  had  more,  both  of  the  ab- 
dominal impulse,  and  of  the  dragging  sensation  in  the  loins,  though 
the  pain  was  by  no  means  so  much  there  as  it  was  a  few  years  ago. 


504  MOVABLE    KIDNEYS. 

On  examining  the  abdomen,  the  mobility  of  the  kidneys  (especially 
of  the  left  one)  appeared  to  be  less  than  formerly,  though  that  of 
the  right  one  was  still  very  notable.  (Hare,  Med.  Times  and  G-az., 
1858,  i,  p.  86.) 

Case  II. — A  woman,  aged  forty-three,  was  admitted  into  the 
Cbarite  (Paris)  on  Dec.  13,  1836. 

She  was  of  a  phlegmatic  temperament  and  spare  habit ;  but  stated 
that  she  had  never  been  laid  up  until  the  last  eight  days,  during 
which  she  had  suffered  from  colicky  diarrhoea.  The  tongue  was 
dirty  reddish  at  the  point,  white  in  the  centre.  There  were  anorexia 
and  thirst.  The  abdomen  was  slightly  tender  on  pressure — no  nau- 
sea or  vomiting. 

On  examining  the  abdomen,  there  was  felt  on  the  right  side,  helow 
the  liver,  a  hard  smooth  tumor,  having  the  form  of  the  kidney.  Its 
outlines  could  be  plainly  traced;  it  was  movable;  and  could,  so  to 
speak,  be  grasped  with  the  hand,  and  pushed  almost  as  low  as  the 
umbilicus,  or  tbrust  under  the  liver.  The  tumor  was  so  isolated 
from  the  liver,  that  it  could  not  be  confounded  with  that  organ,  nor 
with  the  gall  bladder.  In  the  corresponding  lumbar  region,  a  hol- 
low was  felt.  The  position  of  the  left  kidney  could  not  be  exactly 
determined.  The  patient  stated  that  she  felt  a  dragging  in  the  ab- 
domen towards  the  umbilicus ;  but  she  added  that  this  pain  encircled 
the  loins :  her  answers  showed  that,  in  addition  to  the  passing  de- 
rangement of  the  digestive  organs,  there  was  superadded  an  habitual 
ailment  resembling  hypochondria. 

There  was  no  pain  in  the  corresponding  tbigh,  nothing  unnatural 
in  the  urine,  and  never  any  interruption  to  its  flow. 

The  patient  had  been  once  pregnant,  and  had  had  two  miscarri- 
ages. By  diet  and  repose  the  slight  gastro-intestinal  disturbance 
speedily  subsided ;  but  the  tumor  and  the  pains  (real  or  exagger- 
ated) in  the  abdomen,  back,  &c,  remained. 

A  diachylon  plaster  was  placed  on  the  belly,  and  over  this  a  tight 
bandage,  which  exercised  a  strong  pressure  on  the  contents  of  the 
abdomen.  The  patient,  who  the  evening  before  had  stated  that 
standing  and  walking  aggravated  the  abdominal  pains,  felt  relief 
from  the  application  of  the  bandage. 

She  left  the  hospital  Dec.  22,  1836,  feeling  scarcely  any  or  no  pain 
in  the  belly.  But  it  was  remarked  that  there  was  that  exaggera- 
tion and  want  of  precision  in  her  answers  to  questions,  so  common 
among  hypochondriacs.     (Eayer,  1.  c,  hi,  p.  784.) 

Etiology. — Mobility  of  the  kidneys  is  much  more  common  iu 
women  than  in  men ;  and  more  common  on  the  right  side  than 
the  left.  Of  the  fifty-one  cases  which  I  have  been  able  to  col- 
lect, forty-six  were  women  and  only  five  men.  In  forty-six 
cases,  information  is  given  as  to  the  side  affected: 

In  28  the  right  kidney  alone  was  movable. 

—  8  the  left  kidney  alone  was  movable. 

—  10  both  kidneys  were  movable. 
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The  age  of  the  patients  varied  from  eighteen  to  sixty-five 
years — the  general  range  being  between  twenty-five  and  forty, 
which  corresponds  roughly  to  the  childbearing  period  in  wo- 
men. 

In  a  large  number  of  the  cases  no  clear  determining  cause 
could  be  indicated ;  in  several  instances  the  affection  was  attri- 
buted to  the  effects  of  repeated  or  protracted  labors.  In  one 
case,  related  by  Henoch,  the  right  kidney  became  movable  after 
a  blow  on  the  right  loin  :  in  another,  which  maybe  here  quoted, 
from  the  same  author,  both  kidneys  became  movable  after  a  fall 
from  a  horse. 

Case  III. — A  military  officer  fell  from  his  horse  some  years  pre- 
viously in  executing  a  manoeuvre,  and  descended  on  his  feet,  with  vio- 
lent concussion  of  the  entire  body,  but  no  immediate  evil  results  fol- 
lowed. About  half  a  year  after,  he  suddenly  discovered  a  swelling  in 
the  belly  near  the  navel ;  a  few  months  later,  a  second  similar  swelling 
was  perceived  on  the  left  side,  which  was  supposed  to  be  an  enlarged 
spleen.  A  celebrated  surgeon,  whom  he  consulted,  judged  the  tu- 
mors, on  account  of  their  mobility,  to  be  enlarged  mesenteric  glands, 
and  recommended  the  use  of  Carlsbad  waters,  but  of  course,  with- 
out any  effect. 

When  examined  by  Henoch,  the  following  condition  was  found : 
In  the  upright  position  of  the  patient,  who  was  somewhat  thin,  two 
slight  prominences  were  visible,  one  on  each  side  of  the  navel,  and 
about  two  inches  distant  therefrom.  These  prominences  yielded  a 
sonorous  sound  on  percussion,  and  revealed  themselves  on  palpation 
as  smooth  oblong  tumors,  about  the  size  of  goose  eggs,  with  rounded 
margins.  The  position  and  form  of  the  swellings  were  perfectly  sym- 
metrical. Strong  pressure  upon  them  did  not  exactly  excite  pain, 
but  caused  a  sensation  resembling,  as  the  patient  said,  that  pro- 
duced by  squeezing  the  testicles.  By  continuous  pressure  upwards 
and  backwards,  both  tumors  could  be  easily  thrust  into  the  lumbar 
regions ;  but  they  resumed  their  old  position  when  the  pressure  was 
withdrawn.  The  tumors  also  disappeared  when  the  patient  re- 
clined on  the  back,  but  on  resumption  of  the  upright  posture  they 
became  again  perceptible  in  a  short  time.  When  the  patient  lay 
quietly  on  his  back,  he  could  render  the  vanished  tumors  again  pal- 
pable, by  strongly  pressing  with  his  thumbs  in  the  lumbar  region ; 
the  tumors  then  sprang  forward  with  elasticity.  The  lumbar  re- 
gions, when  the  patient  stood  upright,  were  somewhat  sunk  in. 
There  were  no  urinary  symptoms.  The  only  inconvenience  which 
the  patient  experienced,  consisted  in  an  unpleasant  dragging  sensa- 
tion in  the  standing  position,  which  evidently  depended  on  the 
weight  of  the  depressed  organs.  He  also  complained  of  diminish- 
ing strength  in  the  lower  limbs;  this  was  not,  however,  due  to  the 
mobility  of  the  kidneys,  but,  as  was  proved  later,  to  a  commencing 
tabes  dorsalis.  An  abdominal  bandage  did  not  in  this  case  produce 
any  good  effect.     (Henoch,  1.  c,  Bd.  hi,  p.  368.) 
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The  disproportionate  frequency  of  mobility  of  the  kidney  in 
the  female  sex,  and  on  the  right  side  of  the  body,  indicates 
that  tight  lacing  is  probably  not  without  effect  in  dislodging 
the  kidney  and  rendering  it  movable.  Cruveilhier  remarks :  "  I 
have  often  observed,  in  women  who  wore  tight  stays,  the  right 
kidney  to  lie  sometimes  in  the  right  iliac  fossa,  sometimes  in 
front  of  the  sacro-iliac  synchondrosis,  sometimes  even  in  front 
of  the  vertebral  column,  at  the  level  of  the  adherent  border  of 
the  mesentery,  in  the  substance  of  which  it  was  placed.  The 
kidney,  thus  accidentally  displaced,  enjoys  a  certain  mobility. 
This  displacement  of  the  kidney  arises,  when  the  pressure, 
exercised  on  the  liver  by  the  stays,  dislodges  the  right  kidney 
from  the  kind  of  niche  which  it  occupies  on  the  under  surface 
of  this  organ. 

"If  the  left  kidney  is  not  so  frequently  displaced  as  the 
right,  that  is  owing  to  the  fact  that  the  left  hypochondrium 
occupied  by  the  spleen  and  the  great  end  of  the  stomach,  bears 
the  pressure  of  the  stays  with  much  more  impunity  than  the 
right."     (Cruveilhier,  Descriptive  Anat,  vol.  iii.) 

Rapid  emaciation  in  obese. persons,  and  the  removal  of  the  cap- 
sule of  adipose  tissue  which  naturally  invests  the  kidney,  seem, 
in  some  instances,  to  have  favored  or  determined  the  mobility  of 
the  organ.  Oppolzer  states,  that  in  the  cases  which  he  had  an 
opportunity  of  examining,  the  patients  dying  of  some  other  dis- 
ease, there  had  always  been  observable  a  deficiency  of  the 
cushion  of  fat  about  the  kidney.  In  a  case  dissected  by  Mr.  J. 
Adams,  "  the  only  peculiarity  remarkable  was,  that  the  kidney 
appeared  bound  down  in  its  situation  more  loosely  than  usual, 
and  the  old  lady,  from  having  been  very  fat,  had  become  some- 
what thinner,  and  her  integuments  appeared  very  lax  through- 
out."    (Med.  Times  and  Gaz.,  1857,  i,  p.  651.) 

Rayer  mentions  a  case  in  which  it  appeared  probable  that 
the  kidney  was  dragged  down,  or  at  least  left  free  to  descend 
from  its  own  weight,  in  consequence  of  displacement  of  the 
peritoneum,  from  a  hernia  of.  the  caecum. 

The  coincidence  of  hydronephrosis  in  so  many  as  three,  if 
not  four,  cases,  can  scarcely  be  regarded  as  accidental.  The 
pressure  of  the  distended  pelvis,  and  the  increased  weight  of 
the  organ,  had  probably  an  important  influence  in  dragging 
the  kidney  from  its  natural  situation. 
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Becquet  has  proposed  a  somewhat  novel  theory  for  the 
production  of  movable  kidneys  in  women.  In  the  cases  en- 
countered by  him,  there  was  a  striking  coincidence  of  time 
between  the  displacement  of  the  kidney  and  the  menstrual 
period;  and  he  was  led  to  believe,  that  the  kidney  became 
congested  and  tumefied  at  these  periods,  and  that  displacement 
was  the  consequence  of  its  increased  volume  and  weight.  He 
thus  explains  himself:  "  On  the  breaking  forth  of  the  men- 
strual flux,  the  kidneys  are  associated  in  the  congestion  of 
the  generative  organs,  and  become  swelled.  This  fact,  less 
rare  doubtless  than  is  usually  supposed,  perhaps  even  physio- 
logical, does  it  not  explain  the  renal  pain  so  often  felt  at  the 
menstrual  periods,  especially  in  women  who  are  subject  to 
dysmenorrhagia  ?" 

"  Thus  swelled  and  rendered  heavier,  the  kidney,  and  es- 
pecially the  right  kidney,  straiqs  the  feeble  attachments  which 
retain  it,  and  tends  to  start  out  of  its  place.  Soon  the  conges- 
tion subsides,  and  the  organ  returns  to  its  original  position; 
a  second  congestion  displaces  it  further;  and  a  third  further 
still :  the  kidney,  becoming  each  time  heavier  from  the  incom- 
pleteness of  the  resolution,  comes  to  occupy  a  lower  position ; 
and  thus  gradually,  and  at  length,  but  not  without  suffering, 
breaks  loose,  and  floats  in  the  abdominal  cavity."  (Arch.  Ge'n. 
1865,  i,  p.  21.) 

But  although,  in  a  majority  of  the  cases,  mobility  of  the 
kidney  appears  to  have  been  acquired  from  some  accident  or 
circumstance  arising  in  the  course  of  life,  there  are  instances 
in  which  a  congenital  anomaly  in  the  anatomical  connections 
of  the  gland  has  evidently  operated  to  favor  its  production. 
In  two  cases,1  the  peritoneum  was  found  reflected  over  the  pos- 
terior, as  well  as  the  anterior,  surface  of  the  kidney,  so  as  to 
inclose  it  within  a  fold  of  peritoneum,  or  mesonephron,  which 
permitted  the  organ  very  considerable  motion  in  the  abdomen. 
Mr.  Durham  examined  the  body  of  a  woman,  aged  84,  in  which 
the  left  kidney  was  very  movable.  He  found  the  descending 
colon  much  nearer  the  middle  line  than  usual,  and,  instead  ot 
forming  the  sigmoid  flexure  in  the  left  iliac  fossa,  it  turned 
across  the  lumbar  vertebrae,  and  passed  down  into  the  pelvis  on 

1  Dr.  Priestley's  ease— Med.  Times  and  Gaz.,  1857,  i,  263  ;  and  Girard's  ease- 
cited  by  Kayer,  1.  c. ,  iii,  p.  793. 


508  MOVABLE    KIDNEYS. 

the  right  side  of  the  sacrum.  It  was  manifest  that  the  mobility 
of  the  kidney  in  this  instance,  depended,  in  great  measure,  on 
the  abnormal  arrangement  of  the  peritoneum,  necessarily  asso- 
ciated with  the  malposition  of  the  colon.  So  far,  therefore,  it 
must  be  regarded  as  congenital.  When  traced  from  the  side  of 
the  vertebral  column,  the  peritoneum,  instead  of  passing  over 
the  anterior  surface  of  the  kidney,  only  just  touched  the  lower 
part  of  its  inner  border,  and  then,  having  formed  the  descending 
mesocolon,  again  touched  its  outer  border.  The  lesser  sac  of  the 
peritoneum  also,  instead  of  being  confined  to  its  ordinary  limits, 
passed  so  far  to  the  left  as  to  cover  the  posterior  surface  of  the 
spleen,  and  so  far  downwards  as  to  touch,  and  be  reflected  from, 
the  upper  border  of  the  kidney.  Thus  there  was  no  distinct 
mesonephron;  but  the  kidney,  instead  of  being  supported  and 
kept  down  by  a  single  layer  of  peritoneum,  was  left  free  to  move 
between  and  beneath  three  diverging  layers.  Upon  dissection 
it  was  further  found,  that  there  was  scarcely  any  fat  in  the 
lumbar  region,  but  a  quantity  of  very  loose  areolar  tissue. 
(Guy's  Hosp.  Eep.  1860.) 

The  diagnosis  of  movable  kidneys  is  chiefly  important,  from 
the  risk  of  confounding  an  ailment  which  is  comparatively 
trifling,  with  some  graver  disease.  In  a  considerable  number 
of  instances,  the  affection  was  long  mistaken  by  the  patient  and 
his  medical  attendants  for  a  tumor  within  the  abdomen;  and 
the  patient  was  subjected,  in  addition  to  the  alarm  which  such 
a  notion  necessarily  engendered,  to  heroic  and  exhausting  or 
troublesome  plans  of  treatment.  The  diagnosis  is  indeed  gene- 
rally easy ;  and  the  errors  committed  have  arisen,  from  the  pos- 
sibility of  this  condition  not  having  been  present  to  the  mind  of 
the  practitioner,  rather  than  from  the  inherent  obscurity  of  the 
case. 

A  movable  tumor  having  the  size  and  shape  of  the  kidney, 
or  approaching  thereto,  is  found  on  either  side  of  the  abdomen, 
generally  in  the  hypochondriac  region ;  it  can  be  pushed  into 
the  lumbar  space,  and  again  out  of  it,  at  will,  by  the  thumb 
and  fingers.  Yfhen  the  corresponding  loin  is  examined,  the 
absence  of  the  kidney  from  its  usual  place  is  rendered  evident, 
by  the  flattening  or  hollowing  of  the  part,  and  by  the  tympa- 
nitic note  yielded  on  percussion.  It  is  only  in  very  obese  indi- 
viduals, and  in  cases  where  the  displacement  and  mobility  are 
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slight,  that  any  difficulty  can  arise.     It  must  be  remembered, 

that  the  displaced  organ  sometimes  contracts  adhesions  in  its 
new  position,  and  thereby  loses,  partly  or  wholly,  its  freedom  of 
movement. 

Treatment. — Persons  with  movable  kidneys  do  not,  usually, 
suffer  serious  inconvenience  therefrom ;  and  the  affection  gene- 
rally persists  without  much  change  for  an  indefinite  period. 
The  dragging  sensations  in  the  abdomen  were,  in  most  of  the 
cases,  relieved  by  wearing  a  tight  elastic  bandage  round  the 
loins ;  in  other  cases  no  benefit  was  experienced  from  this  treat- 
ment. If  there  be  anaemia,  or  other  disorder  of  health,  the 
removal  of  this  by  appropriate  remedies  is  of  course  to  be  at- 
tempted. Restoration  of  the  tone  of  the  abdominal  muscles, 
which,  in  most  cases,  are  relaxed  and  flaccid,  is  probably  the 
most  effective  means  of  reducing  to  a  minimum  the  inconve- 
niences which  attend  on  mobility  of  the  kidneys.  To  this  end, 
ferruginous  and  other  tonics,  and  shower  baths,  with  avoidance 
of  fatiguing  exercise,  seem  to  be  the  means  best  adapted.  A 
curious  case  is  recorded  by  Dr.  Hare,  in  which  the  mobility  of 
the  kidneys  were  markedly  diminished  after  two  pregnancies ; 
the  steady  pressure  of  the  gravid  uterus  having  apparently 
acted  as  a  mechanical  support  to  the  dislodged  organs. 

In  cases  like  those  described  by  Becquet,  in  which  the  dis- 
placement is  accompanied  with  violent  paroxysmal  pains  in  the 
loins,  and  coincidence  of  the  menstrual  flux,  complete  repose 
should  be  prescribed  during  the  attacks,  and  hot  poultices,  or 
even  leeches,  applied  to  the  seat  of  pain.  In  the  intervals  of 
the  paroxysms  Becquet  recommends  the  employment  of  hydro- 
therapeutic  means. 

The  regulation  of  the  bowels  is  a  point  to  be  carefully  at- 
tended to.  Accumulation  of  fsecal  matter  in  the  large  intestines 
invariably  aggravates  the  inconveniences  of  movable  kidneys. 
Tight  lacing  and  all  violent  modes  of  exercise  (equitation, 
dancing)  should  of  course  be  strictly  forbidden. 

II. — ANOMALIES    OF   FORM. 

Deviations  from  the  normal  shape  of  the  kidneys  may  exist 
congenitally,  or  be  produced  in  after  life  by  the  pressure  of 
tumors  or  of  enlargements  of  the  neighboring  organs.     Some  of 
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these  malformations  have  been  already  noticed,  in  treating  of 
fixed  misplacements  of  the  kidney. 

The  lobulated  character  of  the  gland,  which  is  natural  to  it  in 
the  foetal  state,  sometimes  persists  more  or  less  throughout  life. 
Sometimes  one  kidney  is  twice  or  thrice  as  large  as  its  fellow, 
although  both  may  be  perfectly  healthy — an  anomaly  probably 
due  to  deficient  development  of  one  renal  artery. 

The  pelvis  of  the  kidney,  and  the  ureter,  sometimes  present 
curious  anomalies.  Mr.  H.  Thompson  encountered  a  kidney 
with  two  pelves,  which  united  into  a  single  ureter  about  an  inch 
below  their  necks  (Path.  Soc.  Trans,  vi,  267).  In  a  case  recorded 
by  Mr.  Wood  (Ibid,  vii,  261),  the  left  kidney  had  two  ureters, 
which  continued  distinct  until  within  an  inch  of  the  bladder. 
The  right  kidney  of  the  same  patient  had,  in  addition  to  a  ureter 
which  entered  the  bladder  at  the  usual  place,  an  aberrant  ureter, 
connected  with  a  dilatation  (partial  hydronephrosis)  at  the  upper 
extremity  of  the  kidney ;  this  aberrant  duct  was  as  thick  as  a 
goose-quill,  sacculated,  and  opened  into  the  bladder  close  to  the 
exit  of  the  urethra. 

Horseshoe  kidney. — The  most  common  deviation  from  the  nor- 
mal shape  of  the  kidney,  consists  in  the  fusion  of  the  two  organs 
into  one,  by  an  intermediate  transverse  portion,  or  isthmus, 
which  connects  their  lower  ends  across  the  spine,  so  as  to  form 
a  crescent  or  horseshoe.     Fig.  60  represents  a  specimen  which 

Fig.  60. 


Horseshoe  kidney. 


I  removed  some  years  ago,  from  the  body  of  a  patient  who  died 
of  phthisis  in  the  Royal  Infirmary.     The  two  halves  of  a  horse- 
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shoe  kidney  are  usually  complete  and  perfect  in  themselves,  and 
possess  each  a  separate  pelvis  and  ureter.  The  transverse  portion 
is  generally  composed  of  proper  secreting  structure ;  hut  some-, 
times  it  consists  merely  of  condensed  fibrous  tissue.  The  con- 
cavity of  the  crescent  is  always  directed  upwards ;  and  the  ure- 
ters generally  descend  in  front  of  the  transverse  portion — but 
sometimes,  according  to  Wilks,  behind  it.  In  a  drawing  pos- 
sessed by  my  colleague,  Dr.  Renaud,  the  two  ureters  of  a  horse- 
shoe kidney  are  seen  to  cross  each  other  on  their  way  to  the 
bladder.  The  arterial  supply  of  a  horseshoe  kidney  always  pre- 
sents some  departure  from  the  ordinary  distribution. 

This  deformity  does  not  occasion  any  derangement  in  the 
secretion  of  urine,  provided  the  organ  remain  healthy.  Rayer 
reminds  practical  men,  that  in  thin  persons,  with  flaccid  bellies, 
the  transverse  portion  of  a  horseshoe  kidney  may  give  the  feel 
of  a  morbid  growth  in  the  abdomen ;  and  that  suppuration  and 
dilatation  of  the  pelvis  of  such  a  kidney  may  occasion  a  tumor, 
which,  from  its  central  position  near  the  spine,  would  lead  an 
observer  away  from  the  idea  of  pyonephrosis,  unless  the  possi- 
bility of  this  deformity  were  borne  in  mind. 
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Rayer  cites  a  number  of  instances  in  which  there  existed  one 
or  two  supernumerary  kidneys,  each  with  its  separate  excretory 
duct.  The  same  author  cites  examples  of  still-born  infants,  pre- 
senting a  complete  absence  of  both  kidneys,  together  with  the 
ureters  and  bladder.  In  acephalous  monsters  this  abnormity 
appears  to  be  not  uncommon. 

Solitary  kidney. — The  absence  of  one  kidney  has  been  repeat- 
edly observed  in  the  bodies  of  persons,  who  presented  no  de- 
rangement of  the  urinary  function  during  life.  The  existing 
organ,  in  such  cases,  is  always  hypertrophied ;  and  so  long  as  it 
remains  healthy,  the  secretion  of  urine  is  carried  on  without 
appreciable  defect.  But  if  the  solitary  kidney  become  inflamed, 
or  its  excretory  duct  obstructed  by  the  impaction  of  a  calculus, 
or  the  pressure  of  a  tumor,  alarming  symptoms  speedily  make 
their  appearance,  accompanied  with  partial  or  total  suppression 
of  urine,  ending  in  fatal  uraemia. 
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Of  fourteen  cases  of  solitary  kidney  collated  by  Mosler,1 
death  was  caused  in  nine,  by  the  impaction  of  a  calculus  in  the 
ureter.  In  the  remainder,  death  resulted  from  various  causes — 
inflammation  of  the  kidney,  pressure  of  a  cancerous  tumor  on 
the  ureter,  impeded  flow  of  urine  from  congenital  phymosis. 
Three-fourths  of  the  cases  were  males.  The  two  sides  were 
affected  with  almost  equal  frequency.  One  was  a  male  infant 
seven  days  old;  another  a  girl  of  fifteen  years;  most  of  the 
cases  had  attained  middle  age — the  oldest  was  sixty.  In  twelve 
of  the  cases,  the  defect  was  congenital ;  in  two,  it  had  been  ac- 
quired later  in  life  through  destruction  of  the  opposite  organ. 
The  renal  vessels  and  the  ureter  of  the  defective  side  were 
always  absent  in  the  congenital  cases.  The  corresponding 
supra-renal  capsule  was  likewise  generally  wanting  when  the 
defect  was  congenital.2 

i  Archiv  d.  Heilk.  1863,  p.  290. 

2  In  addition  to  the  cases  collected  by  Rayer  and  Mosler,  the  following  exam- 
ples of  solitary  kidney  may  be  referred  to:  Garrod — Lancet,  1863,  ii,  p.  724; 
Ogle— Path.  Soc.  Trans.  1851-2,  p.  382;  Sydney  Jones— Ibid.,  vol.  viii,  p.  279  ; 
Murchison — Ibid.,  vol.  x,  p.  190;  Hillier — Ibid.,  vol.  xv,  p.  46. 
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Abscess  of  the  kidney,  375 

Abscesses — multiple     in     the     kidney, 

378 
Acid  of  the  urine,  38 
Albumen  in  the  urine,  127 

tests  for,  127 

quantitative  estimation  of,  129 

clinical  significance,  130 

causes  of,  131 

modified,  130 
Albuminuria,  temporary,  133 

permanent,  135 

experiments  on  the   production 
of,  276 

in  diabetes,  177 

in  connection  with   pregnancy, 
290 

saturnine,  132 
Alkaline  urine,  from  ammonia,  43 

from  food,  37 

from  medicines,  41 

from  the  cold  bath,  42 

from  disease,  42 
Amblyopia,  in  Bright's  disease,  349 

in  diabetes,  183 
Ammoniacal  urine,  43 
Amyloid  degeneration  of  the  kidneys, 

325 
Amyloid  substance  in  the  liver,  187 
Anatomy  of  the  kidney — note  on,  299 
Anazoturia,  153 

Anomalies  of  position  of  the  kidneys, 
496 

form  of  ditto,  509 

number  of  ditto,  511 
Apparatus  for  urine-testing,  21 
Azoturia,  92 

Baruria,  note,  93 

Bile  in  urine,  tests  for,  30 

Bilharzia  hsematobia,  489 

Blood  in  urine — see  Hematuria. 

Bran  cakes,  196 

Bright's  disease — general,  295 
classification  of,  296 
general  etiology  of,  300 
oneness,  or  multiformity  of,  323 
secondary  affections  in,  340 


Bright's  disease — acute,  305 

anatomical  characters  of,  30-"» 

course  and  symptoms  of,  307 

diagnosis  of,  311 

prognosis  in,  312 

etiology  of,  313 

treatment  of,  313 
Bright's  disease — chronic,  317 

anatomical  changes  in  the  kid- 
neys in,  317 

granular  red  kidney  in,  320 

smooth  white  kidney  in,  317 

lardaceous  kidney  in,  325 

course  and  symptoms  of,  328 

duration  of,  330 

urine  in,  335 

dropsy  in,  339 

complications  of,  340 

and  phthisis,  341 

and  heart  disease,  346 

diagnosis  of,  362 

prognosis  of,  364 

treatment  of,  367 

Calculus,  urinary,  214 

general  etiology  of,  214 

Calculi,  urinary,  217 

classification  of,  217 
origin  and  growth,  217 
varieties  of,  219 
diagnosis  of  species  of,  230 
medical  treatment  of,  233 
preventive  treatment  of,  233 
solvent  treatment  of,  237 

Calculi,  renal — see   Concretions  in  the 
Kidneys. 

Calculi — blood  and  fibrinous,  227 

Calculi — prostatic,  228 

Cancer  of  the  kidney,  433 

Cancer  of  the  kidney — primary,  434 
morbid  anatomy  of,  434 
etiology  of,  438 
symptoms  and  signs  of,  439 
hematuria  in,  440 
diagnosis  of,  447 
duration  of,  442 
treatment  of,  450 

Cancer  of  the  kidney — secondary,  451 
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Cancerous  matter  in  urine,  117 
Carbonate  of  lime  in  urine,  84 
Carbonate  of  lime  calculi,  225 
Casts  of  tubes,  100 

clinical  significance  of,  104 
Cataract,  diabetic,  183 
Cblorine  and  the  chlorides,  84 

excretion  of,  85 
Chylous  urine,  259 

cases  of,  263 

course  of,  261 

etiology  of,  269 

pathology  of,  270 

treatment  of,  274 
Color  of  the  urine,  27 
Colic,  nephritic,  401 
Coma,  urasmic,  350 
Composition  of  the  urine,  18 
Concretions  in  the  kidneys,  400 

in  new-born  infants,  400 

symptoms  of,  401 

diagnosis  of,  402 

treatment  of,  403 
Congestion  of  the  kidneys,  275 

active,  279 

passive,  284 

connection   of   with    pregnancy 
and  eclampsia,  289 
Confervoid  growths  in  the  urine,  123 
Convulsions,  puerperal,  urine  in,  289 
Convulsions,  uraemic,  349 
Creatine  and  creatinine,  76,  359 
Cystine  in  urine,  68 
Cystine  calculi,  222 

solvent  treatment  of,  257 
Cysts  in  the  kidney,  321,  423 
Cystic  degeneration  of  the  kidneys,  423 

congenital,  424 

in  adults,  426 

Density  of  the  urine,  31 
Deposits  in  the  urine,  22,  48,  95 
Diabetes  insipidus,  152 

etiology  of,  153 

course  and  symptoms  of,  156 

duration  of,  158 

morbid  anatomy  of,  159 

cases  of,  159 

nature  of,  164 

diagnosis  of,  166 

prognosis  of,  166 

treatment  of,  167 
Diabetes  insipidus  with  minute  traces 

of  sugar,  168 
Diabetes  mellitus,  170 

etiology  of,  171 

symptoms  of,  175 

course,  duration,  termination  of, 
180 

complications  of,  181 

morbid  anatomy  of,  185 

theoretical  considerations  on,  187 


Diabetes,  diagnosis  of,  192 

prognosis  in,  192 

treatment  of,  194 
Diabetes,  artificial,  190 
Diabetes,  intermittent,  210 
Diabetes,  milder  types  of,  209 
Diabetic  cataract,  183 
Diabetic  amblyopia,  183 
Distoma  haematobium,  489 
Dropsy   of  the  kidney — see  Hydrone- 
phrosis. 

Earthy  phosphates,  deposits  of,  78 
Echinococci — see  Hydatids. 
Eclampsia — urine  in,  289 
Embolism,  renal,  379 
Entozoa  in  the  kidneys,  469 
Epithelium  in  urine,  extra-renal,  97 

renal,  100 
Examination  of  the  urine,  20 
Extraneous  matters  in  urine,  22 
Extractives  of  the  urine,  18 

Fatty  concretions,  223 
Fatty  matters  in  urine,  105 
Fehling's  sugar  test,  147 
Fermentation,  acid  urinary,  24 

ammoniacal,  25,  43 
Fermentation — test  for  sugar,  139,  148 
Fibro-fatty  tumors  of  the  kidney,  455 
Food,  effect  of,  on  the  urine,  34 
Fungi  in  the  urine,  123 
Fusible  calculus,  225 

Gangrene,  diabetic,  182 

Glucosuria — see  Sugar  in  the  Urine,  and 

Diabetes. 
Gluten  bread,  197 
Gravel — see  Calculus. 
Growths,  benign,  of  the  kidneys,  455 
Guanine,  76 

Hsematinuria,  117 
Hematuria,  109 

classification  of,  110 

endemic,  115,  491 

diagnosis  of,  source,  110,  114 

symptomatic,  114 

supplementary,  114 

renal,  110 

in  cancer  of  the  kidney,  440 

treatment  of,  115 

from  rupture  of  the  kidney,  111 
Hepatine,  187 
Horseshoe  kidney,  510 
Hydatids  in  the  kidney,  469 

natural  history  of,  470 

morbid  anatomy  of,  473 

cases  of,  475,  480 

symptoms  of,  478 

etiology  of,  485 

diagnosis  of,  485 
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Hydatids,  treatment  of,  487 
Hydatids  voided  with  the  urine,  473 
Hydronephrosis,  405 

morbid  anatomy  of,  406 

etiology  of,  411 

symptoms  of,  414 

terminations  of,  417 

diagnosis  of,  418 

treatment  of,  419 
Hydrorenal    distension — see  Hydrone- 
phrosis. 
Hypoxanthine,  76 

Impurities  in  the  urine,  22 

Indican,  29 

Indigo,  29 

Inorganic  deposits  in  the  urine,  47,  95 

Jaundice,  urine  in,  30 

Kiesteine,  116 

Leucine  in  urine,  75,  76 
Lime,  carbonate  of,  84,  225 
phosphates  of,  78,  225 
Lithates— see  Urates. 
Lithic  acid — see  Uric  Acid. 
Lymphatic  growths  in  the  kidney,  456 
Lymphous  urine,  260 

Magnesia,  phosphates  of  ammonia  and, 

82 
Malformations  of  the  kidney,  509 
Malpositions  of  the  kidney,  496 
Misplacements  of  the  kidney,  496 
Moore's  test  for  sugar,  138 
Movable  kidneys,  500 

physical  signs  and  symptoms,  501 

cases  of,  502,  505 

etiology  of,  504 

diagnosis  of,  508 

treatment  of,  509 
Mould  fungus  in  urine,  129 

Nephritic  colic,  40i 

Nephritis — see    Bright's    Disease,   and 
Congestion. 

Oil — see  Fatty  Matters  in  the  Urine. 
Optical  saccharimetry,  151 
Organic  deposits,  47,  95 
Osseous  growths  in  the  kidney,  455 
Ossification  in  the  kidneys,  383 
Oxalate  of  lime,  deposits  of,  60 

clinical  significance  of,  63 

treatment  of,  67 
Oxalate  of  lime  calculi,  221 

solvent  treatment  of,  257 
Oxalic  diathesis,  64 
Oxaluria,  64 

Parasites  in  the  kidney,  469 


Penicilium  glaucum,  124 
Pentastoma  denticulatum,  494 
Phosphates,  earthy  in  the  urine,  78 

amorphous,  79 

crystallized,  80 

stellar,  80 

triple,  82 

ammoniaco-magnesian,  82 

secondary,  225 

mixed,  225 
Phosphatic  calculi,  225 

solvent  treatment  of,  257 
Phosphoric  acid  and  the  phosphates,  76 
Phosphorus,  excretion  of,  85 
Pigments  of  the  urine,  28 
Pigmentary  particles  in  the  urine,  95 
Polydipsia,  152 
Polyuria,  153 
Pregnancy,  a  cause  of  Bright's  disease, 

291 
Pregnancy,  urine  in, 106,  289 
Prostatic  calculi,  228 
Puerperal  eclampsia,  urine  in,  289 
Purulent  casts  in  the  urine,  103 — note, 

375 
Pus  in  urine,  106 

diagnosis  of  source  of,  108 

see  Pyelitis. 
Pyelitis,  381 

morbid  anatomy  of,  381 

etiology  of,  384 

symptoms  of,  385 

cases  of,  388 

diagnosis  of,  393 

prognosis  of,  395 

treatment  of,  396 
Pyelo-nephritis,  384 
Pyonephrosis,  382 

Quantity  of  the  urine,  33 

Beaction  of  the  urine,  37 
Besins  of  the  urine,  29 
Betinitis   apoplectica   in    Bright's  dis- 
ease, 349 

Saccharimeter,  optical,  151 

Sarcinse  in  urine,  125 

Solids  of  the  urine,  33 

Solid  urine,  34 

Solitary  kidney,  511 

Solvent  treatment  of  urinary  calculi, 

237 
Specific  gravity  of  the  urine,  31 
Spermatozoa  in  urine,  119 
Spermatorrhoea,  119 

treatment  of,  121 
Stone — see  Calculus. 
Strongylus  gigas,  493 
Structure  of  the  kidney — note  on,  299 
Sugar  in  the  urine  (see  also  Diabetes), 
136 
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Sugar,  tests  for  (qualitative),  137 
tests  for  (quantitative),  145 
clinical  significance  of,  151,  170 
classification  of  cases  of,_170 
physiological  considerations  on, 
187 
Sugar,  formation  of  in  the  liver,  188 
Sugar  fungus  in  the  urine,  125 
Sulphuric  acid  and  the  sulphates,  84 
Sulphur,  excretion  of,  85 
Suppuration  in  the  kidney,  375 

Torulse  in  urine,  125 
Trommer's  test  for  sugar,  140 
Tubercle  of  the  kidney,  457 

comparative  frequency  of,  457 
Tubercle  of  the  kidney — primary,  458 

morbid  anatomy  of,  458 

etiology  of,  460 

symptoms  of,  460 

cases  of,  462 

diagnosis,  466 

treatment,  467 
Tubercle  of  the  kidney — secondary,  467 
Tuberculous  matter  in  the  urine,  117 
Tumors  of  the  kidney,  455 

see  also,  Cysts,  Hydronephrosis, 
Cancer,  Hydatids,  Pyonephro- 
sis. 
Tyrosine  in  urine,  75,  76 

Urate  concretions,  220 
Urate  of  ammonia,  54,  59 
Urate  of  soda,  54,  58 


Urates,  amorphous,  54 

crystalline,  58 
Uraemia,  348 

symptoms  of,  348 

diagnosis  of,  352 

theories  of,  358 

treatment  of,  372 
Urea,  86 

excretion  of  in  health,  87 
in  disease,  91 

pathology  of,  91 

estimation  of  quantity  of,  87,  89, 
90 
Uric  acid,  48 

deposits  of,  48 

daily  excretion  of,  51 

origin  and  occurrence  of,  51 

clinical  significance  of,  53 
Uric  acid  calculi,  219 

solvent  treatment  of,  239 
Urochrome,  29 
Urolithiasis — see  Calculus. 

Vegetations  in  the  urine,  123 
Vibriones,  123 

"Waxy  degeneration  of  the  kidneys,  325 
Worms,  erratic,  495 
spurious,  495 

Xanthine,  72 

Teast  fungus,  124 

Zooamylum,  187 
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paying  subscribers  to  the  "American  Journal  of  the  Medical  Sciences." 

III. 

RAMffiG'S  ABSTRACT  OF  THE  MEDICAL  SCIENCES 

is  issued  in  half-yearly  volumes,  which  will  be  delivered  to  subscribers  about  the  first 
of  February,  and  first  of  August.  Each  volume  contains  about  300  closely  printed 
octavo  pages,  making  about  six  hundred  pages  per  annum. 

"Banking's  Abstract"  has  now  been  published  in  England  regularly  for  more  than 
twenty  years,  and  has  acquired  the  highest  reputation  for  the  ability  and  industry 
with  which  the  essence  of  medical  literature  is  condensed  into  its  pages.  It  pur- 
ports to  be  "A  Digest  of  British  and  Continental  Medicine,  and  of  the  progress  of 
Medicine  and  the  Collateral  Sciences,"  and  it  presents  an  abstract  of  all  that  is  impor- 
tant or  interesting  in  European  Medical  Literature.  Each  article  is  carefully  con- 
densed, so  as  to  present  its  substance  in  the  smallest  possible  compass,  thus  affording 
space  for  the  very  large  amount  of  information  laid  before  its  readers.  The  volumes 
of  1868,  for  instance,  have  thus  contained 

FORTY-TWO  ARTICLES  ON  GENERAL  QUESTIONS  IN  MEDICINE. 

ONE  HUNDRED  AND  TWENTY-NINE  ARTICLES  ON  SPECIAL  QUESTIONS  IN  MEDICINE. 

SEVENTEEN  ARTICLES  ON  FORENSIC  MEDICINE. 

EIGHTY-EIGHT  ARTICLES  ON  THERAPEUTICS. 

FORTY-ONE  ARTICLES  ON  GENERAL  QUESTIONS  IN  SURGERY. 

ONE  HUNDRED  AND  FIFTY  SIX  ARTICLES  ON  SPECIAL  QUESTIONS  IN  SURGERY. 

ONE  HUNDRED  AND  TWELVE  ARTICLES  ON  MIDWIFERY  AND  DISEASES  OF  WOMEN 

AND  CHILDREN. 
SIX  ARTICLES  IN  APPENDIX. 

Making  in  all  nearly  six  hundred  articles  in  a  single  year.  Each  volume,  moreover, 
is  systematically  arranged,  with  an  elaborate  Table  of  Contents  and  a  very  full  Index, 
thus  facilitating  the  researches  of  the  reader  in  pursuit  of  particular  subjects,  and 
enabling  him  to  refer  without  loss  of  time  to  the  vast  amount  of  information  con- 
tained in  its  pages. 

The  subscription  price  of  the  "Abstract,"  mailed  free  of  postage,  is  Two 
Dollars  and  a  Half  per  annum,  payable  in  advance.     Single  volumes,  $1  50  each. 

As  stated  above,  however,  it  will  be  supplied  in  conjunction  with  the  "American 
Journal  of  the  Medical  Sciences"  and  the  "  Medical  News  and  Library,"  the 
whole  free  of  postage,  for  Six  Dollars  per  annum  in  advance. 

For  this  small  sum  the  subscriber  will  therefore  receive  three  periodicals  costing 
separately  Eight  Dollars  and  a  Half,  each  of  them  enjoying  the  highest  reputation  in 
its  class,  containing  in  all  over  two  thousand  pages  of  the  choicest  reading,  and  pre- 
senting a  complete  view  of  medical  progress  throughout  the  world. 

In  this  effort  to  bring  so  large  an  amount  of  practical  information  within  the  reach 
of  every  member  of  the  profession,  the  publisher  confidently  anticipates  the  friendly 
aid  of  all  who  are  interested  in  the  dissemination  of  sound  medical  literature.  He 
trusts,  especially,  that  the  subscribers  to  the  "American  Medical  Journal"  will  call 
the  attention  of  their  acquaintances  to  the  advantages  thus  offered,  and  that  he  will 
be  sustained  in  the  endeavor  to  permanently  establish  medical  periodical  literature  on 
a  footing  of  cheapness  never  heretofore  attempted. 

%*  Gentlemen  desiring  to  avail  themselves  of  the  advantages  thus  offered  will  do 
well  to  forward  their  subscriptions  at  an  early  day,  in  order  to  insure  the  receipt  of 
complete  sets  for  the  year  1869. 

IgiP*  The  safest  mode  of  remittance  is  by  postal  money  order,  drawn  to  the  order  of 
the  undersigned.  Where  money  order  post-offices  are  not  accessible,  remittances  for 
the  "Journal"  may  be  made  at  the  risk  of  the  publisher,  by  forwarding  in  registered 
letters.     Address, 

HENBY  C.  LEA, 
Nos.  706  and  708  Sansom  St.,  Philadelphia,  Pa. 


Henry  C.  Lea's  Publications — {Dictionaries). 


jyUXGLISON  {EOBLEY),  31.  D., 

Professor  of  Institutes  of  Medicine  in  Jefferson  Medical  College,  Philadelphia. 

MEDICAL   LEXICON;   A  Dictionary  of  Medical  Science:   Con- 

taining  a  concise  explanation  of  the  various  Subjects  and  Terms  of  Anatomy,  Physiology, 
Pathology,  Hygiene,  Therapeutics,  Pharmacology,  Pharmacy,  Surgery,  Obstetrics,  Medical 
Jurisprudence,  and  Dentistry.     Notices  of  Climate  and  of  Mineral  Waters;   Formulae  for 
Officinal,  Empirical,  and  Dietetic  Preparations;  with  the  Accentuation  and  Etymology  of 
the  Terms,  and  the  French  and  other  Synonymes ;  so  as  to  constitute  a  French  as  well  as 
English  Medical  Lexicon.    Thoroughly  Eevised,  and  very  greatly  Modified  and  Augmented 
In  one  very  large  and  handsome  royal  octavo  volume  of  1048  double-columned  pages,  in 
small  type;  strongly  done  up  in  extra  cloth,  $6  00  ;  leather,  raised  bands,  $6  75. 
The  object  of  the  author  from  the  outset  has  not  been  to  make  the  work  a  mere  lexicon  or 
dictionary  of  terms,  but  to  afford,  under  each,  a  condensed  view  of  its  various  medical  relations, 
and  thus  to  render  the  work  an  epitome  of  the  existing  condition  of  medical  science.     Starting 
with  this  view,  the  immense  demand  which  has  existed  for  the  work  has  enabled  him,  in  repeated 
revisions,  to  augment  its  completeness  and  usefulness,  until  at  length  it  has  attained  the  position 
of  a  recognized  and  standard  authority  wherever  the  language  is  spoken.     The  mechanical  exe- 
cution of  this  edition  will  be  found  greatly  superior  to  that  of  previous  impressions.    By  enlarging 
the  size  of  the  volume  to  a  royal  octavo,  and  by  the  employment  of  a  small  but  clear  type,  on 
extra  fine  paper,  the  additions  have  been  incorporated  without  materially  increasing  the  bulk  of 
the  volume,  and  the  matter  of  two  or  three  ordinary  octavos  has  been  compressed  into  the  space 
of  one  not  unhandy  for  consultation  and  reference. 

It  would  be  a  work  of  supererogation  to  bestow  a  |      It  is  undoubtedly  the  most  complete  and   useful 
word  of  praise  upon  this  Lexicon.      "We  can  only    medical  dictionary  hitherto  published  in  this  country, 
wonder  at  the  labor  expended,  for  whenever  we  refer    — Chicago  Med.  Examiner,  February,  1>6.5. 
to  its  pages  for  information  we  are  seldom  disap-        what  we  take  to  be  decidedly  the  best  medical  die- 
pointed  in  *^^f,a^w®  ^^fi^fT^^l^/ifv^i  !  tional7  in  the  English  language.    The  present  edition 

"  '  is  brought  fully  up  to  the  advanced  state  of  science. 


centuation,  etymology,  or  definition  of  terms. — New 
York  Medical  Journal,  November,  1S65. 

It  would  be  mere  waste  of  words  in  us  to  express 
our  admiration  of  a  work  which  is  so  universally 
and  deservedly  appreciated.  The  most  admirable 
work  of  its  kind  in  the  English  language.  As  a  book 
of  reference  it  is  invaluable  to  the  medical  practi- 
tioner, and  in  every  instance  that  we  have  turned 
over  its  pages  for  information  we  have  been  charmed 
by  the  clearness  of  language  and  the  accuracy  of  !  j^^" 
detail  with  which  each  abounds.  "We  can  most  cor-  ' 
dialiy  and  confidently  commend  it  to  our  readers. — 
Glasgow  Medical  Journal,  January,  1S66. 

A  work  to  which  there  is  no  equal  in  the  English 
language. — Edinburgh  Medical  Journal. 

It  is  something  more  than  a  dictionary,  and  some- 
thing less  than  an  encyclopaedia.  This  edition  of  the 
well-known  work  is  a  great  improvement  on  its  pre- 
decessors. The  book  is  one  of  the  very  few  of  which 
it  may  be  said  with  truth  that  every  medical  man 
should  possess  it. — London  Medical  Times,  Aug.  26, 
1S65. 

Few  works  of  the  class  exhibit  a  grander  monument 
of  patient  research  and  of  scientific  lore.  The  extent 
of  the  sale  of  this  lexicon  is  sufficient  to  testify  to  its 
usefulness,  and  to  the  great  service  conferred  by  Dr. 
Robley  Dunglison  on  the  profession,  and  indeed  on 
others",  by  its  issue. — London  Lancet,  May  13,  1S65. 

The  old  edition,  which  is  now  superseded  by  the 
new,  has  been  universally  looked  upon  by  the  medi- 
cal profession  as  a  work  of  immense  research  and 
great  value.  The  new  has  increased  usefulness  ;  for 
medicine,  in  all  its  branches,  has  been  making  such 
progress  that  many  new  terms  and  subjects  have  re- 
cently been  introduced :  all  of  which  may  be  found 
fully  defined  in  the  present  edition.  We  know  of  no 
other  dictionary  in  the  English  language  that  can 
bear  a  comparison  with  it  in  point  of  completeness  of 
subjects  and  accuracy  of  statement. — 2?.  T.  Jh'ug- 
gists'  Circular,  1865. 

For  many  years  Dunglison's  Dictionary  has  been 
the  standard  book  of  reference  with  most  practition- 
ers in  this  country,  and  we  can  certainly  commend 
this  work  to  the  renewed  confidence  and  regard  of 
eur  readers. — Cincinnati  Lancet,  April,  1S65. 


For  many  a  long  year  "Dunglison"  has  been  at  our 
elbow,  a  constant  companion  and  friend,  and  we 
greet  him  in  his  replenished  and  improved  form  with 
especial  satisfaction. — PoMfic  Med.  and  Surg.  Jour- 
nal, June  27,  1S65. 

This  is,  perhaps,  the  book  of  all  others  which  the 
physician  or  surgeon  should  have  on  his  shelves.  It 
is  more  needed  at  the  present  day  than  a  few  years 
Canada  Med.  Journal,  July,  1S65. 

It  deservedly  stands  at  the  head,  and  cannot  be 
surpassed  in  excellence. — Buffalo  Med.  and  Surg. 
Journal,  April,  1S65. 

We  can  sincerely  commend  Dr.  Dunglison's  work 
as  most  thorough,  scientific,  and  accurate.  We  have 
tested  it  by  searching  its  pages  for  new  terms,  which 
have  abounded  so  much  of  late  in  medical  nomen- 
clature, and  our  search  has  been  successful  in  every 
instance.  We  have  been  particularly  struck  with  the 
fulness  of  the  synonymy  and  the  accuracy  of  the  de- 
rivation of  word  s.  It  is  as  necessary  a  work  to  every 
enlightened  physician  as  "Worcester's  English  Dic- 
tionary is  to  every  one  who  would  keep  up  his  know- 
ledge of  the  English  tongue  to  the  standard  of  the 
present  day.  It  is,  to  our  mind,  the  most  complete 
work  of  the  kind  with  which  we  are  acquainted. — 
Boston  Med.  and  Surg.  Journal,  June  22,  1865. 

We  are  free  to  confess  that  we  know  of  no  medical 
dictionary  more  complete ;  no  one  better,  if  so  well 
adapted  for  the  use  of  the  student ;  no  one  that  may 
be  consulted  with  more  satisfaction  by  the  medical 
practitioner. — Am.  Jour.  Med.  Sciences,  April,  1865. 

The  value  of  the  present  edition  has  been  greatly 
enhanced  by  the  introduction  of  new  subjects  and 
terms,  and  a  more  complete  etymology  and  accentua- 
tion, which  renders  the  work  not  only  satisfactory 
and  desirable,  but  indispensable  to  the  physician. — 
Chicago  Med.  Journal,  April,  1S65. 

No  intelligent  member  of  the  profession  can  or  will 
be  without  it. — St.  Louis  Med.  and  Surg.  Journal, 
April,  1S65. 

It  has  the  rare  merit  that  it  certainly  has  no  rival 
in  the  English  language  for  accuracy  and  extent  of 
references. — London  Medical  Gazette. 


TTOBLYN  {RICHARD  D.),  31.  D. 


A  DICTIONARY  OF  THE  TERMS  USED  IN  MEDICINE  AND 

THE  COLLATERAL  SCIENCES.  A  new  American  edition,  revised,  with  numerous 
additions,  by  Isaac  Hays,  M.  D.,  Editor  of  the  "American  Journal  of  the  Medical 
Sciences."  In  one  large  royal  12mo.  volume  of  over  500  double-columned  pages;  extra 
cloth,  $1  50;  leather,  $2  00. 

It  is  the  best  book  of  definitioas  we  have,  and  ought  always  to  b9  upon  the  student's  table. — SoiUhern 
Med.  and  Surg.  Journal. 


Henry  C.  Lea's  Publications — (Manuals). 


WEILL  [JOHN),  31. V.,    and     OMITH  {FRANCIS  9.),  31.  D., 

Pro/,  of  the  Institute*  of  Medtctru  in  the  Cnir.  of  i 

AN    ANALYTICAL    COMPKXIUUM    OF    THE    ^AfelOUS 

BRANCHES  OF  MEDICAL  SCIENCE;  for  the  Use  and  Examination  of  Stndenl 
new  edition,  revised  and  improved.    In  one  very  large  and  handsomely  printed  royal  ]2mo. 
volume,  of  about  one  thousand  pages,  with  374  wood  cuts,  extra  cloth,  $4;  strongly  bound 
in  leather,  with  raised  bands,  $4  75. 


The  Compeod  of  Drs.  NeiU  and  Smith  is  incompara-  i 
bly  the  m^t  valuable  Work  of  its  class  ever  published 
in  this  country.  Attempts  have  been  made  in  various 
quarters  to  squeeze  Anatomy,  Physiology,  Surgery, 
the  Practice  of  Medicine,  Obstetrics,  Materia  Medica, 
and  Chemistry  into  a  single  manual;  but  the  opera- 
tion has  signally  failed  in  the  hands  of  all  up  to  the 
advent  of  "  ^"eill  and  Smith's"  volume,  which  is  quite 
a  miracle  of  success.  The  outlines  of  the  whole  are 
admirably  drawn  and  illustrated,  and  the  authors 
are  eminently  entitled  to  the  grateful  consideration 
of  the  student  of  every  class. — If.  0.  Med.  and  Surg. 
Journal. 

This  popular  favorite  with  the  student  is  so  well 
known  that  it  requires  no  more  at  the  hands  of  a 
medical  editor  than  the  annunciation  of  a  new  and 
improved  edition.  There  is  no  sort  of  comparison 
between  this  work  and  any  other  on  a  similar  plan, 
and  for  a  similar  object. — Nash.  Jimm.  of  Medicine. 

There  are  but  few  students  or  practitioners  of  me- 
dicine unacquainted  with  the  former  editions  of  this 
unassuming  though  highly  instructive  work.  The 
whole  science  of  medicine  appears  to  have  been  sifted, 
as  the  gold-bearing  sands  of  El  Dorado,  and  the  pre- 
cious facts  treasured  up  in  this  little  volume.  A  com- 
plete portable  library  so  condensed  that  the  student 
may  make  it  his  constant  pocket  companion. —  West- 
ern Lancet. 

To  compress  the  whole  science  of  medicine  in  less 


than  1,000  pages  is  an  impossibility,  but  we  think  that 
the  book 

Bible.     Altogether,  it  is  the  best  of  its  class,  and  has 
met  with  a  deserved  3BUUU8S.     A-  an  elementary  text- 
book for  students,  it  has  been  useful,  and  w. 
tiaue  to  be  employed  in  the  examination  of  j 

it  will   often  be  referred  to  by  the 
country  practitioner. —  Va.  M<-A.  Journal. 

As  a  handbook  for  students  it  is  invaluable,  eon- 
taininginthe  most  condensed  form  the  esta! 
facts  and   principles  of  medicine  and  its  collateral 
sciences. — N.  H.  Journal  of  Medicine. 

In  the  rapid  course  of  lectures,  where  work  for  the 
students  is  heavy,  and  review  necessary  for  an  exa- 
mination, a  compend  is  not  only  valuable,  but  it  ia 
almost  a  Sine  qna.  non.  The  one  before  us  is.  in  most 
of  the  divisions,  the  most  unexcep' 
of  the  kind  that  we  know  of.  The  newest  and  i 
est  doctrines  and  the  latest  improvements  and  dis- 

iveries  are  explicitly,  though  concisely,  laii  a 

the  student.     Of  course  it  is  useless  for  us  to  recom- 
mend it  to  all  last  course  students,  but  there  is 
to  whom  we  very  sincerely  commend  this  cheap  book 
as  worth  its  weight  iu  silver — that  class  is  the  _ 
ates  iu  medicine  of  more  than  ten  years 
who  have  not  studied  medicine  since.      They  will 
perhaps  find  out  from  it  that  the  science  is  not  ex- 
actly now  what  it  was  when  they  left  it  off. — The 
Stethoscope. 


TTARTSHORNE  {HENRY),  31.  D., 

Professor  of  Hygiene  in  the  University  of  Pennsylvania. 

A    CONSPECTUS    OF    THE    MEDICAL    SCIENCES:    containing 

Handbooks  on   Anatomy,    Physiology,   Chemistry,   Materia   Medica,    Practical   Medieme, 
Surgery,  and  Obstetrics.     In  one  large  royal  12mo.  volume  of  nearly  1000  closely  pri 
pages,  with  about  300  illustrations  on  wood.     {Nearly  Ready.) 
The  ability  of  the  author,    and  his  practical  skill  in  condensation,  give  assurance  tha:  Hue 
work  will  prove  valuable  not  only  to  the  student  preparing  for  examination,  but  also  to  the  prac- 
titioner desirous  of  obtaining  within  a  moderate  compass,  a  view  of  the  existing  condition  ef  the 
various  departments  of  science  connected  with  medicine. 


TUDLOW (J.  L.),  31. 


D. 


A   MANUAL    OF   EXAMINATIONS   upon   Anatomy,   Physiology-, 

Surgery,  Practice  of  Medicine,  Obstetrics,  Materia  Medica,  Chemistry,  Pharoxiey,  and 
Therapeutics.  To  which  is  added  a  Medical  Formulary.  Third  edition,  thorouetly  revised 
and  greatly  extended  and  enlarged.  With  370  illustrations.  In  one  hands&nve  roval 
12mo.  volume  of  816  large  pages,  extra  cloth,  $3  25;  leather,  $3  75. 

The  arrangement  of  this  volume  in  the  form  of  question  and  answer  renders  it  especially  suit- 
able for  the  office  examination  of  students,  and  for  those  preparing  for  graduation. 

We  know  of  no  better  companion  for  the  student 
during  the  hours  spent  in  the  lecture-room,  or  to  re- 
fresh, at  a  glance,  Ms  memory  of  the  various  topics 
trammed  into  his  bead  by  the  various  professors  to 
whom  he  is  compelled  to  listen. —  Western  Lancet. 

As  it  embraces  the  whole  range  of  medical  studies 
it  is  necessarily  voluminous,  containing  S16  large 
duodecimo  pages.  After  a  somewhat  careful  exami- 
nation of  its  contents,  we  have  formed  a  much  more 
favorable  opinion  of  it  than  we  are  wont  to  regard 
such  works.  Although  well  adapted  to  meet  the  wants 


of  the  student  in  preparing  for  his  final  examination, 
it  might  be  profitably  consulted  by  the  prac:::  -: 
also,  who  is  most  apt  to  become  rusty  in  the  verv  kind 
of  details  here  given,  and  who,  amid  the  hurry" of  his 
daily  routine,  is  but  too  prone  to  neglect  the  s'tndv  of 
more  elaborate  works.  The  possession  of  a  volume 
of  this  kind  might  serve  as  an  inducement  for  htm  to 
seize  the  moment  of  excited  curiosity  to  inform  him- 
self on  any  subject,  and  which  is  otherwise  too  often 
allowed  to  pass  unimproved. — St.  Louis  Med.  and 
Surg.  Journal. 


WANNER 


THOMAS  HA  WKES),  31  D., 


A  MANUAL  OF  CLINICAL  MEDICINE  AND  PHYSICAL  DIAG- 

N0SI3.  Third  American,  from  the  second  enlarged  and  revised  English  edition.  To 
which  is  added  The  Code  of  Ethics  of  the  American  Medical  Association.  In  one  hand- 
some volume  12mo.      {Preparing  for  early  publication.) 


Henry  C.  Lea's  Publications — (Anatomy). 


riRAY  {HENRY),  F.R.S., 

Lecturer  on  Anatomy  at  St.  George's  Hospital,  London. 

ANATOMY,    DESCRIPTIVE    AND    SURGICAL.      The  Drawings  by 

II.  V.  Carter,  M.  D.,  late  Demonstrator  on  Anatomy  at  St.  George's  Hospital;  the  Dissec- 
tions jointly  by  the  Author  and  Dr.  Carter.     Second  American,  from  the  second  revised 
and  improved  London  edition.     In  one  magnificent  imperial  octavo  volume,  of  over  800 
pages,  with  388  large  and  elaborate  engravings  on  wood.     Price  in  extra  cloth,  $6  00 ; 
leather,  raised  bands,  $7  00. 
The  author  has  endeavored  in  this  work  to  cover  a  more  extended  range  of  subjects  than  is  cus- 
tomary in  the  ordinary  text-books,  by  giving  not  only  the  details  necessary  for  the  student,  but 
also  the  application  of  those  details  in  the  practice  of  medicine  and  surgery,  thus  rendering  it  both 
a  guide  for  the  learner,  and  an  admirable  work  of  reference  for  the  active  practitioner.     The  en- 
gravings form  a  special  feature  in  the  work,  many  of  them  being  the  size  of  nature,  nearly  all 
original,  and  having  the  names  of  the  various  parts  printed  on  the  body  of  the  cut,  in  place  of 
figures  of  reference,  with  descriptions  at  the  foot.    They  thus  form  a  complete  and  splendid  series, 
which  will  greatly  assist  the  student  in  obtaining  a  clear  idea  of  Anatomy,  and  will  also  serve  to 
refresh  the  memory  of  those  who  may  find  in  the  exigencies  of  practice  the  necessity  of  recalling 
the  details  of  the  dissecting  room;  while  combining,  as  it  does,  a  complete  Atlas  of  Anatomy,  with 
a  thorough  treatise  on  systematic,  descriptive,  and  applied  Anatomy,  the  work  will  be  found  of 
essential  use  to  all  physicians  who  receive  students  in  their  offices,  relieving  both  preceptor  and 
pupil  of  much  labor  in  laying  the  groundwork  of  a  thorough  medical  education. 

Notwithstanding  its  exceedingly  low  price,  the  work  will  be  found,  in  every  detail  of  mechanical 
execution,  one  of  the  handsomest  that  has  yet  been  offered  to  the  American  profession ;  while  the 
careful  scrutiny  of  a  competent  anatomist  has  relieved  it  of  whatever  typographical  errors  existed 
in  the  English  edition. 


Thus  it  is  that  book  after  book  makes  the  labor  of 
the  studeat  easier  than  before,  and  since  we  have 
seen  Blanchard  &  Lea's  new  edition  of  Gray's  Ana- 
tomy, certainly  the  finest  work  of  the  kind  now  ex- 
tant, we  would  fain  hope  that  the  bugbear  of  medical 
students  will  lose  half  its  horrors,  and  this  necessary- 
foundation  of  physiological  science  will  be  much  fa- 
cilitated and  advanced. — N.  O.  Med.  News. 

The  various  points  illustrated  are  marked  directly 
on  the  structure ;  that  is,  whether  it  be  muscle,  pro- 
cess, artery,  nerve,  valve,  etc.  etc. — we  say  each  point 
is  distinctly  marked  by  lettered  engravings,  so  that 
the  student  perceives  at  once  each  point  described  as 
readily  as  if  pointed  out  on  the  subject  by  the  de- 
monstrator. Most  of  the  illustrations  are  thus  ren- 
dered exceedingly  satisfactory,  and  to  the  physician 
they  serve  to  refresh  the  memory  with  great  readiness 


and  with  scarce  a  reference  to  the  printed  text.  The 
surgical  application  of  the  various  regions  is  also  pre- 
sented with  force  and  clearness,  impressing  upon  the 
student  at  each  step  of  his  research  all  the  important 
relations  of  the  structure  demonstrated. — Cincinnati 
Lancet. 

This  is,  we  believe,  the  handsomest  book  on  Ana- 
tomy as  yet  published  in  our  language,  and  bids  fair 
to  become  in  a  short  time  the  standard  text-book  of 
our  colleges  and  studies.  Students  and  practitioners 
will  alike  appreciate  this  book.  We  predict  for  it  a 
bright  career,  and  are  fully  prepared  to  endorse  the 
statement  of  the  London  Lancet,  that  "We  are  not 
acquainted  with  any  work  in  any  language  which 
can  take  equal  rank  with  the  one  before  us."  Paper, 
printing,  binding,  all  are  excellent,  and  we  feel  that 
a  grateful  profession  will  not  allow  the  publishers  to 
go  unrewarded. — Nashville  Med.  and  Surg.  Journal. 


OMITH  {HENR  Y  27.),  M.D.,         and     TJORNER  (  WIL  LI  AM  E.),  M.D., 

Prof,  of  Surgery  in  the  Univ.  of  Penna.,  &c.  Late  Prof,  of  Anatomy  in  the  Univ.  ofPenna.,  &e- 

AN    ANATOMICAL    ATLAS,  illustrative  of  the   Structure  of  the 

Human  Body.     In  one  volume,  large  imperial  octavo,  extra  cloth,  with  about  six  hundred 

and  fifty  beautiful  figures.     $4  50. 
The  plan  of  this  Atlas,  which  renders  it  so  pecu-  I  the  kind  that  has  yet  appeared;  and  we  must  add, 
Jiarly  convenient  for  the  student,  and  its  superb  ar-  |  the  very  beautiful  manner  in  which  it  is  "got  up" 
tistical  execution,  have  been  already  pointed  out.  We    is  so  creditable  to  the  country  as  to  be  flattering  to 
must  congratulate  the  student  upon  the  completion     our  national  pride. — American  Medical  Journal. 
of  this  Atlas,  as  it  is  the  most  convenient  work  of  I 


R 


'ORNER  {WILLIAM  E.),  M.D., 

SPECIAL  ANATOMY  AND  HISTOLOGY.    Eighth  edition,  exten- 

sively  revised  and  modified.     In  two  large  octavo  volumes  of  over  1000  pages,  with  more 
than  300  wood-cuts;  extra  cloth,  $6  00. 


VHARPEY  (  WILLIAM),  M.D.,      and       Q  UAIN  {JONES  §■  RICHARD). 
HUMAN  ANATOMY.   Revised,  with  Notes  and  Additions,  by  Joseph 

Leidy,  M.D.,  Professor  of  Anatomy  in  the  University  of  Pennsylvania.     Complete  in  two 
large  octavo  volumes,  of  about  1300  pages,  with  511  illustrations;  extra  cloth,  $6  00. 
The  very  low  price  of  this  standard  work,  and  its  completeness  in  all  departments  of  the  subject, 
should  command  for  it  a  place  in  the  library  of  all  anatomical  students. 


ALLEN  {J.  M.),  M.D. 
THE  PRACTICAL  ANATOMIST;  or,  The  Student's  Guide  in  the 

Dissecting  Room.     With  266  illustrations.     In  one  very  handsome  royal  12mo.  volume, 
of  over  600  pages;  extra  cloth,  $2  00. 
On«  of  the  most  useful  works  upon  the  subject  ever  written. — Medical  Examiner 


IIenry  C.  Lea's  Publications — (Anatomy). 


WILSON  [ERASMUS),  F.R.S. 
A  SYSTEM  OF  HUMAN  ANATOMY,  General  and  Special     A  new 

and  revised  American,  from  the  last  and  enlarged  English  edition.     Edited  by  W.  If.  ffo- 
BRECHT,  M.  D.,  Professor  of  General  and  Surgical  Anatomy  in  the  Medical  College  of  Ohio. 
Illustrated  with  three  hundred  and  ninety-seven  engravings  on  wood.     In  one  large  and 
handsome  octavo  volume,  of  over  600  large  pages;  extra  cloth,  $4  00;  leather,  $5  00. 
The  publisher  trusts  that  the  well-earned  reputation  of  this  long-established  favorite  wjH  he 
more  than  maintained  by  the  present  edition.     Besides  a  very  thorough  revision  by  the  author,  it 
has  been  most  carefully  examined  by  the  editor,  and  the  efforts  of  both  have  been  directed  to  in- 
troducing everything  which  increased  experience  in  its  use  has  suggested  as  desirable  to  render  it 
a  complete  text-book  for  those  seeking  to  obtain  or  to  renew  an  acquaintance  with  Human  Ana- 
tomy.    The  amount  of  additions  which  it  has  thus  received  may  be  estimated  from  the  fact  that 
the  present  edition  contains  over  one-fourth  more  matter  than  the  last,  rendering  a  smaller  type 
and  an  enlarged  page  requisite  to  keep  the  volume  within  a  convenient  size.     The  author  has  not 
only  thus  added  largely  to  the  work,  but  he  has  also  made  alterations  throughout,  wherever  there 
appeared  the  opportunity  of  improving  the  arrangement  or  style,  so  as  to  present  every  fact  in  it3 
most  appropriate  manner,  and  to  render  the  whole  as  clear  and  intelligible  as  possible.    The  editor 
has  exercised  the  utmost  caution  to  obtain  entire  accuracy  in  the  text,  and  has  largely  increased 
the  number  of  illustrations,  of  which  there  are  about  one  hundred  and  fifty  more  in  this  edition 
than  in  the  last,  thus  bringing  distinctly  before  the  eye  of  the  student  everything  of  interest  or 
importance. 
JDY  THE  SAME  AUTHOR. 

THE  DISSECTOR'S   MANUAL;   or,  Practical  and  Surgical  Ana- 

tomy.  Third  American,  from  the  last  revised  and  enlarged  English  edition.  Modified  and 
rearranged  by  William  Hunt,  M.  D.,  late  Demonstrator  of  Anatomy  in  the  University  of 
Pennsylvania.  In  one  large  and  handsome  royal  12mo.  volume,  of  582  pages,  with  154 
illustrations;  extra  cloth,     $2  00. 


TTODGES,  (RICHARD  M.),  M.D., 

-*--*-  Late  Demonstrator  of  Anatomy  in  the  Medical  Department  of  Harvard  University. 

PRACTICAL   DISSECTIONS.     Second  Edition,  thoroughly  revised.     In 

one  neat  royal  12mo.  volume,  half-bound,  $2  00.  (Just  Issued.) 
The  object  of  this  work  is  to  present  to  the  anatomical  student  a  clear  and  concise  description 
of  that  which  he  is  expected  to  observe  in  an  ordinary  course  of  dissections.  The  author  has 
endeavored  to  omit  unnecessary  details,  and  to  present  the  subject  in  the  form  which  many  years' 
experience  has  shown  him  to  be  the  most  convenient  and  intelligible  to  the  student.  In  the 
revision  of  the  present  edition,  he  has  sedulously  labored  to  render  the  volume  more  worthy  of 
the  favor  with  which  it  has  heretofore  been  received. 


M 


ACLISE  (JOSEPH). 


SURGICAL   ANATOMY.      By  Joseph  Maclise,  Surgeon.     In  one 

volume,  very  large  imperial  quarto;  with  68  large  and  splendid  plates,  drawn  in  the  best 
style  and  beautifully  colored,  containing  190  figures,  many  of  them  the  size  of  life;  together 
■with  copious  explanatory  letter-press.      Strongly  and  handsomely  bound  in  extra  cloth. 
Price  $14  00. 
As  no  complete  work  of  the  kind  has  heretofore  been  published  in  the  English  language,  the 
present  volume  will  supply  a  want  long  felt  in  this  country  of  an  accurate  and  comprehensive 
Atlas  of  Surgical  Anatomy,  to  which  the  student  and  practitioner  can  at  all  times  refer  to  ascer- 
tain the  exact  relative  positions  of  the  various  portions  of  the  human  frame  towards  each  other 
and  to  the  surface,  as  well  as  their  abnormal  deviations.     The  importance  of  such  a  work  to  the 
student,  in  the  absence  of  anatomical  material,  and  to  practitioners,  either  for  consultation  in 
emergencies  or  to  refresh  their  recollections  of  the  dissecting  room,  is  evident.     Notwithstanding 
the  large  size,  beauty  and  finish  of  the  very  numerous  illustrations,  it  will  be  observed  that  the 
price  is  so  low  as  to  place  it  within  the  reach  of  all  members  of  the  profession. 

We  know  of  no  work  on  surgical  anatomy  which 
©an  compete  with  it. — Lancet. 

The  work  of  Maclise  on  surgical  anatomy  is  of  the 
highest  value.     In  some  respects  it  is  the  best  publi- 


cation of  its  kind  we  have  seen,  and  is  worthy  of  a 
place  in  the  libiary  of  any  medical  man,  while  the 
student  could  scarcely  make  a  better  investment  than 
this. — The  Western  Journal  of  Medicine  and  Surgery. 

No  such  lithographic  illustrations  of  surgical  re- 
gions have  hitherto,  we  think,  beeu  given.  While 
the  operator  is  shown  every  vessel  and  nerve  where 


refreshed  by  those  clear  and  distinct  dissections, 
which  every  one  must  appreciate  who  has  a  panicle 
of  enthusiasm.  The  English  medical  press  has  quite 
exhausted  the  words  of  praise,  in  recommending  this 
admirable  treatise.  Those  who  have  any  curiosity 
to  gratify,  in  reference^  to  the  perfectibility  of  the 
lithographic  art  in  delineating  the  complex  mechan- 
ism of  the  human  body,  are  invited  to  examine  our 
specimen  copy.  If  anything  will  induce  surgeon-* 
and  students  to  patronize  a  book  of  such  rare  value 
and  everyday  importance  to  them,  it  will  he  a  survey 
of  the  artistical  skill  exhibited  in  these  fac-similes  of 


an  operation  is  contemplated,  the  exact  anatomist  is  |  nature. — Boston  Med.  and  Surg.  Journal. 


P 


EASLEE  (E.  R.),  M.D., 

Prof  essor  of  Anatomy  and  Physiology  in  Dartmouth  Med.  College,  iV.  H. 

HUMAN  HISTOLOGY,  in  its  relations  to  Anatomy,  Physiology,  and 

Pathology;  for  the  use  of  medical  students.     With  four  hundred  and  thirty-four  ill  us;  ra- 
tions.    In  one  handsome  octavo  volume  of  over  600  pages,  extra  cloth.     $3  75. 


Henry  C.  Lea's  Publications — {Physiology). 


MARSHALL  {JOHN),  F.  R.  S. 

Professor  of  Surgery  in  University  College,  London,  &c. 

OUTLINES  OF  PHYSIOLOGY,  HUMAN  AND  COMPARATIVE. 

With  Additions  by  Francis  Gurney  Smith,  M.  D.,  Professor  ofHhe  Institutes  of  Medi- 
cine in  the  University  of  Pennsylvania,  &c.  With  numerous  illustrations.  In  one  large 
and  handsome  octavo  volume,  of  1026  pages,  extra  cloth,  $6  50;  leather,  raised  bands, 
$7  50.      (Now  Ready.) 


We  may  now  congratulate  him  on  having  com- 
pleted the  latest  as  well  as  the  best  summary  of  mod- 
ern physiological  science,  both  human  and  compara- 
tive, with  which  we  are  acquainted.  To  speak  of 
this  work  in  the  terms  ordinarily  used  on  such  occa- 
sions would  not  be  agreeable  to  ourselves,  and  would 
fail  to  do  justice  to  its  author.  To  write  such  a  book 
requires  a  varied  and  wide  range  of  knowledge,  con- 
siderable power  of  analysis,  correct  judgment,  skill 
in  arrangement,  and  conscientious  spirit.  It  must 
have  entailed  great  labor,  but  now  that  the  task  has 
been  fulfilled,  the  book  will  prove  not  only  invaluable 
to  the  student  of  medicine  and  surgery,  but  service- 
able to  all  candidates  in  natural  science  examinations, 
to  teachers  in  schools,  and  to  the  lover  of  nature  gene- 
rally. In  conclusion,  we  can  only  express  the  con- 
viction that  the  merits  of  the  work  will  command  for 
it  that  success  which  the  ability  and  vast  labor  dis- 
played in  its  production  so  well  deserve. — London 
Lancet,  Feb.  22,  1S68. 

If  the  possession  of  knowledge,  and  peculiar  apti- 


tude and  skill  in  expounding  it,  qualify  a  man  to 
write  an  educational  work,  Mr.  Marshall's  treatise 
might  he  reviewed  favorably  without  even  opening 
the  covers.  There  are  few,  if  any,  more  accomplished 
anatomists  and  physiologists  than  the  distinguished 
professor  of  surgery  at  University  College  ;  and  he 
has  long  enjoyed  the  highest  reputation  as  a  teacher 
of  physiology,  possessing  remarkable  powers  of  clear 
exposition  and  graphic  illustration.  It  is  only  re- 
markable that  Mr.  Marshall  has  allowed  so  long  a 
time  to  elapse  before  producing  a  text-book  after  his 
own  heart.  The  plan  of  this  book  differs  in  many 
respects  from  that  of  existing  educational  books  ; 
the  science  of  human  physiology  being  treated  in 
wider  and  more  constant  reference  to  chemistry, 
physics,  and  comparative  anatomy  and  physiology. 
There  can  be  no  question,  we  think,  that  this  is  the 
most  satisfactory,  philosophic,  and  fruitful  mode  of 
teaching  physiology.  We  have  rarely  the  pleasure 
of  being  able  to  recommend  a  text-book  so  unreserv- 
edly as  this. — British  Med.  Journal,  Jan.  25,  1868. 


riARPENTER  [WILLIAM  B.),  M.D.,  F.R.S., 

Examiner  in  Physiology  and  Comparative  Anatomy  in  the  University  of  London. 

PRINCIPLES  OF  HUMAN  PHYSIOLOGY;  with  their  chief  appli- 

cations  to  Psychology,  Pathology,  Therapeutics,  Hygiene  and  Forensic  Medicine.  A  new 
American  from  the  last  and  revised  London  edition.  With  nearly  three  hundred  illustrations. 
Edited,  with  additions,  by  Francis  Gurney  Smith,  M.  D.,  Professor  of  the  Institutes  of 
Medicine  in  the  University  of  Pennsylvania,  &c.  In  one  very  large  and  beautiful  octavo 
volume,  of  about  900  large  pages,  handsomely  printed;  extra  cloth,  $5  50  ;  leather,  raised 
bands,  $6  50. 


The  highest  compliment  that  can  be  extended  to 
this  great  work  of  Dr.  Carpenter  is  to  call  attention 
to  this,  another  new  edition,  which  the  favorable 
regard  of  the  profession  has  called  for.  Carpenter  is 
the  standard  authority  on  physiology,  and  no  physi- 
cian or  medical  student  will  regard  his  library  as 
complete  without  a  copy  of  it. — Cincinnati  Med.  Ob- 
server. 

With  Dr.  Smith,  we  confidently  believe  "that  the 
present  will  more  than  sustain  the  enviable  reputa- 
tion already  attained  by  former  editions,  of  being 
one  of  the  fullest  and  most  complete  treatises  on  the 
subject  in  the  English  language."  We  know  of  none 
from  the  pages  of  which  a  satisfactory  knowledge  of 
the  physiology  of  the  human  organism  can  be  as  well 
obtained,  none  better  adapted  for  the  use  of  such  as 
take  up  the  study  of  physiology  in  its  reference  to 
the  institutes  and  practice  of  medicine. — Am.  Jour. 
Med.  Sciences.^ 

•T  THE  SAME  AUTHOR.  — 


We  doubt  not  it  is  destined  to  retain  a  strong  hold 
on  public  favor,  and  remain  the  favorite  text-book  in 
our  colleges. — Virginia  Medical  Journal. 

We  have  so  often  spoken  in  terms  of  high  com- 
mendation of  Dr.  Carpenter's  elaborate  work  on  hu- 
man physiology  that,  in  announcing  a  new  edition, 
it  is  unnecessary  to  add  anything  to  what  has  hereto- 
fore been  said,  and  especially  is  this  the  case  since 
every  intelligent  physician  is  as  well  aware  of  the 
character  and  merits  of  the  work  as  we  ourselves  are. 
— St.  Louis  Med.  and  Surg.  Journal. 

The  above  is  the  title  of  what  is  emphatically  the 
great  work  on  physiology ;  and  we  are  conscious  that 
it  would  be  a  useless  effort  to  attempt  to  add  any- 
thing to  the  reputation  of  this  invaluable  work,  and 
can  only  say  to  all  with  whom  our  opinion  has  any 
influence,  that  it  is  our  authority. — Atlanta  Med. 
Journal. 


PRINCIPLES  OF  COMPARATIVE  PHYSIOLOGY.    New  Ameri- 

can,  from  the  Fourth  and  Revised  London  Edition.     In  one  large  and  handsome  octavo 
volume,  with  over  three  hundred  beautiful  illustrations.    Pp.  752.    Extra  cloth,  $5  00. 
As  a  complete  and  condensed  treatise  on  its  extended  and  important  subject,  this  work  becomes 

a  necessity  to  students  of  natural  science,  while  the  very  low  price  at  which  it  is  offered  places  it 

within  the  reach  of  all. 

T)Y  THE  SAME  AUTHOR. 

THE  MICROSCOPE  AND   ITS  REVELATIONS.     Illustrated  by 

four  hundred  and  thirty-four  beautiful  engravings  on  wood.     In  one  large  and  very  hand- 
some octavo  volume,  of  724  pages,  extra  cloth,  $5  25. 


JT'IRKES  [WILLIAM  SENHOUSE),  M.D., 

A  MANUAL  OF  PHYSIOLOGY.     A  new  American  from  the  third 

and  improved  London  edition      With  two  hundred  illustrations.     In  one  large  and  hand- 
some royal  12mo.  volume.     Pp.  5S6.     Extra  cloth,  $2  25 ;  leather,  $2  75. 

lent  guide  in  the  study  of  physiology  in  its  most  ad- 
vanced and  perfect  form.  The  author  has  shown 
himself  capable  of  giving  details  sufficiently  ample 
in  a  coudensed  and  concentrated  shape,  on  a  science 
in  which  it  is  necessary  at  once  to  be  correct  and  not 
lengthened. — Edinburgh  Med.  and  Surg.  Journal. 


It  is  at  once  convenient  in  size,  comprehensive  in 
design,  and  concise  in  statement,  and  altogether  well 
adapted  for  the  purpose  designed. — St.  Louis  Med. 
and  Surg.  Journal. 


The  physiological  reader  will  find  It  a  most  excel- 


Henry  C.  Lea's  Publications — (Physiology). 


T) ALTON  (J.  C),  M.D., 
-IS  Professor  of  Physiology  in  the  College  of  Physicians  and  Burgeons,  New  York,  &c. 

A  TREATISE  ON  HUMAN  PHYSIOLOGY,  Designed  for  the  use 

of  Students  and  Practitioners  of  Medicine.  Fourth  edition,  revised,  with  nearly  three  hun- 
dred illustrations  on  wood.  In  one  very  beautiful  octavo  volume,  of  about  700  pages,  extra 
cloth,  $5  25  ;  leather,  $6  25.     {Just  Issued.) 

From  the  Preface  to  the  New  Efl.il ion. 
"The  progress  made  by  Physiology  and  the  kindred  Sciences  during  the  last  few  years  has  re- 
quired, for  the  present  edition  of  this  work,  a  thorough  and  extensive  revision.     This  pi 
has  not  consisted  in   any  very  striking  single  discoveries,  nor  in  a  decided  revolution  in   any  of 
the  departments  of  Physiology;  but  it  has  been  marked  by  great  activity  of  investigation  in  a 
multitude  of  different  directions,  the  combined  results  of  which  have  not  failed  to  impress  a  new 
character  on  many  of  the  features  of  physiological  knowledge.      ...     In  the  revision   and 
correction  of  the  present  edition,  the  author  has  endeavored  to  incorporate  all  such  improve- 
ments in  physiological  knowledge  with  the  mass  of  the  text  in  such  a  manner  as  not  essentially 
to  alter  the  structure  and  plan  of  the  work,  so  far  as  they  have  been  found  adapted  to  the  wants 
and  convenience  of  the  reader.     .     .     .     Several  new  illustrations  are  introduced,  some  of  them 
as  additions,  others  as  improvements  or  corrections  of  the  old.     Although  all  parts  of  the  book 
have  received  more  or  less  complete  revision,  the  greatest  number  of  additions  and  changes  were 
required  in  the  Second  Section,  on  the  Physiology  of  the  Nervous  System." 
The  advent  of  the  first  edition  of  Prof.  Dalton's    merits  of  clearness  and  condensation,  and  being  fully 


Physiology,  about  eight  years  ago,  marked  a  new  era 
in  the  study  of  physiology  to  the  American  student. 
Under  Dalton's  skilful  management,  physiological 
science  threw  off  the  long,  loose,  ungainly  garments 
of  probability  and  surmise,  in  which  it  had  been  ar- 
rayed by  most  artists,  and  came  among  us  smiling 
and  attractive,  in  the  beautifully  tinted  and  closely 
fitting  dress  of  a  demonstrated  science.  It  was  a 
stroke  of  genius,  as  well  as  a  result  of  erudition  and 
talent,  that  led  Prof.  Dalton  to  present  to  the  world 
a  work  on  physiology  at  once  brief,  pointed,  and  com- 
prehensive, and  which  exhibited  plainly  in  letter  and 
drawings  the  basis  upon  which  the  conclusions  ar- 
rived at  rested.  It  is  no  disparagement  of  the  many 
excellent  works  on  physiology,  published  prior  to 
that  of  Dalton,  to  say  that  none  of  them,  either  in 
plan  of  arrangement  or  clearness  of  execution,  could 
be  compared  with  his  for  the  use  of  students  or  gene- 
ral practitioners  of  medicine.  For  this  purpose  his 
book  has  no  equal  in  the  English  language. — Western 
Journal  of  Medicine,  Nov.  1867. 

A  capital  text-book  in  every  way.  We  are,  there- 
fore, glad  to  see  it  in  its  fourth  edition.  It  has  already 
been  examined  at  full  length  in  these  columns,  so  that 
we  need  not  now  further  advert  to  it  beyond  remark- 
ing that  both  revision  and  enlargement  have  been 
most  judicious. — London  Med.  Times  and  Gazette, 
Oct.  19,  1S67. 

No  better  proof  of  the  value  of  this  admirable 
work  could  be  produced  than  the  fact  that  it  has  al- 
ready reached  a  fourth  edition  in  the  short  space  of 
eight  years.     Possessing  in  an  eminent  degree  the 


brought  up  to  the  present  level  of  Physiology,  it  is 
undoubtedly  one  of  the  most  reliable  text-books 
upon  this  science  that  could  be  placed  in  the  hands 
of  the  medical  student. — Am.  Journal  Med.  Sciences, 
Oct.  1867. 

Prof.  Dalton's  work  has  such  a  well-established 
reputation  that  it  does  not  stand  in  need  of  any  re- 
commendation. Ever  since  its  first  appearance  it  has 
become  the  highest  authority  in  the  English  language ; 
and  that  it  is  able  to  maintain  the  enviable  position 
which  it  has  taken,  the  rapid  exhaustion  of  the  dif- 
ferent successive  editions  is  sufficient  evidence.  The 
present  edition,  which  is  the  fourth,  has  been  tho- 
roughly revised,  and  enlarged  by  the  incorporation 
of  all  the  many  important  advances  which  have 
lately  been  made  in  this  rapidly  progressing  science. 
—N.  Y.  Med.  Record,  Oct.  15,  1S67. 

As  it  stands,  we  esteem  it  the  very  best  of  the  phy- 
siological text-books  for  the  student,  and  the  most 
concise  reference  and  guide-book  for  the  practitioner. 
—N.  Y.  Med.  Journal,  Oct.  1867. 

The  present  edition  of  this  now  standard  work  fully 
sustains  the  high  reputation  of  its  accomplished  au- 
thor. It  is  not  merely  a  reprint,  but  has  been  faith- 
fully revised,  and  enriched  by  such  additions  as  the 
progress  of  physiology  has  rendered  desirable.  Taken 
as  a  whole,  it  is  unquestionably  the  most  reliable  and 
useful  treatise  on  the  subject  that  has  been  issued 
from  the  American  press. — Chicago  Med.  Journal, 
Sept.  1867. 


D 


UNGLISON  [ROBLEY),  M.  D., 

Professor  of  Institutes  of  Medicine  in  Jefferson  Medical  College,  Philadelphia. 

HUMAN  PHYSIOLOGY.     Eighth  edition.     Thoroughly  revised  and 

extensively  modified  and  enlarged,  with  five  hundred  and  thirty-two  illustrations.     In  two 
large  and  handsomely  printed  octavo  volumes  of  about  1500  pages,  extra  cloth.     $7  00. 


T  ERMANN  (C.  G.) 

PHYSIOLOGICAL  CHEMISTRY.  Translated  from  the  second  edi- 
tion by  George  E.  Day,  M.  D.,  F.  R.  S.,  &c,  edited  by  R.  E.  Rogers,  M.  D.,  Professor  of 
Chemistry  in  the  Medical  Department  of  the  University  of  Pennsylvania,  with  illustrations 
selected  from  Funke's  Atlas  of  Physiological  Chemistry,  and  an  Appendix  of  plates.  Com- 
plete in  two  large  and  handsome  octavo  volumes,  containing  1200  pages,  with  nearly  two 
hundred  illustrations,  extra  cloth.     $6  00. 

JDY  THE  SAME  AUTHOR. 

MANUAL  OF  CHEMICAL  PHYSIOLOGY.     Translated  from  the 

German,  with  Notes  and  Additions,  by  J  Cheston  Morris,  M.  D.,  with  an  Introductory 
Essay  on  Vital  Force,  by  Professor  Samuel  Jackson,  M.  D.,  of  the  University  of  Pennsyl- 
vania. With  illustrations  on  wood.  In  one  very  handsome  octavo  volume  of  336  pages 
extra  cloth.     $2  25. 


rpODD  {ROBERT  B.) 


M. 


D.  F.R.S.,  and  J^OWMAK  ( TTr.),  F.R.S. 


THE    PHYSIOLOGICAL   ANATOMY  AND  ^PHYSIOLOGY   OF 

MAN.     With  about  three  hundred  large  and  beautiful  illustrations  on  wood.     Complete  in 
one  large  octavo  volume  of  950  pages,  extra  cloth.     Price  §4  75. 
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Henry  C.  Lea's  Publications — (Chemistry). 


JDRANDE  {  WM.  T.),  D.  C.L.,  and    rpAYLOR  {ALFRED  S.),  M.D.,  F.R.S. 
CHEMISTRY.     Second  American  edition,  thoroughly  revised  by  Dr. 

Taylor.     In  one  handsome  Svo.  volume  of  764  pages,  extra  cloth,  $5  00  ;  leather,  $6  00. 
(Just  Issued.) 

From  Dr.  Taylor's  Preface. 

"The  revision  of  the  second  edition,  in  consequence  of  the  death  of  my  lamented  colleague, 
has  devolved  entirely  upon  myself.  Every  chapter,  and  indeed  every  page,  has  been  revised, 
and  numerous  additions  made  in  all  parts  of  the  volume.  These  additions  have  been  restricted 
chiefly  to  subjects  having  some  practical  interest,  and  they  have  been  made  as  concise  as  possible, 
in  order  to  keep  the  book  within  those  limits  which  may  retain  for  it  the  character  of  a  Student's 
Manual  "—London,  June  29,  1867. 


A  book  that  has  already  so  estahlished  a  reputa- 
tion, as  has  Brande  and  Taylor's  Chemistry,  can 
hardly  need  a  notice,  save  to  mention  the  additions 
and  improvements  of  the  edition.  Doubtless  the 
work  will  long  remain  a  favorite  text-hook  in  the 
schools,  as  well  as  a  convenient  hook  of  reference  for 
ail.— N.  Y.  Medical  Gazette,  Oct.  12,  1867. 

For  this  reason  we  hail  with  delight  the  republica- 
tion, in  a  form  which  will  meet  with  general  approval 
and  command  public  attention,  of  this  really  valua- 
ble standard  work  on  chemistry — more  particularly 
as  it  has  been  adapted  with  such  care  to  the  wants  of 
the  general  public.  The  well  known  scholai'ship  of 
its  authors,  and  their  extensive  researches  for  many 
years  in  experimental  chemistry,  have  been  long  ap- 
preciated in  the  scientific  world,  but  in  this  work  they 
have  been  careful  to  give  the  largest  possible  amount 
of  information  with  the  most  sparing  use  of  technical 
terms  and  phraseology,  so  as  to  furnish  the  reader, 
"whether  a  student  of  medicine,  or  a  man  of  the 
world,  with  a  plain  introduction  to  the  science  and 
practice  of  chemistry." — Journal  of  Applied  Chem- 
istry, Oct.  1S67. 


This  second  American  edition  of  an  excellent  trea- 
tise on  chemical  science  is  not  a  mere  republication 
from  the  English  press,  but  is  a  revision  and  en- 
largement of  the  original,  under  the  supervision  of 
the  surviving  author,  Dr.  Taylor.  The  favorable 
opinion  expressed  on  the  publication  of  the  former 
edition  of  this  work  is  fully  sustained  by  the  present 
revision,  in  which  Dr.  T.  has  increased  the  size  of 
the  volume,  by  an  addition  of  sixty-eight  pages. — Am. 
Journ.  Med.  Sciences,  Oct.  1S67. 

The  Handbook  in  Chemistry  of  the  Student. — 
For  clearness  of  language,  accuracy  of  description, 
extent  of  information,  and  freedom  from  pedantry 
and  mysticism,  no  other  text-book  comes  into  com- 
petition with  it. — The  Lancet. 

The  authors  set  out  with  the  definite  purpose  of 
writing  a  book  which  shall  be  intelligible  to  any 
educated  man.  Thus  conceived,  and  worked  out  in 
the  most  sturdy,  common-sense  method,  this  book 
gives  in  the  clearest  and  most  summary  method 
possible  all  the  facts  and  doctrines  of  chemistry. — 
Medical  Times. 


nOWMAN  {JOHN  E.),M.  D. 


PRACTICAL  HANDBOOK  OF  MEDICAL  CHEMISTRY.    Edited 

by  C.  L.  Bloxam,  Professor  of  Practical  Chemistry  in  King's  College,  London.  Fourth 
American,  from  the  fourth  and  revised  English  Edition.  In  one  neat  volume,  royal  12mo., 
pp.  351,  with  numerous  illustrations,  extra  cloth.     $2  25. 


The  fourth  edition  of  this  invaluable  text-hook  of 
Medical  Chemistry  was  published  in  England  in  Octo- 
ber of  the  last  year.  The  Editor  has  brought  down 
the  Handbook  to  that  date,  introducing,  as  far  as  was 
compatible  with  the  necessary  conciseness  of  such  a 
work,  all   the  valuable  discoveries   in   the   science 


which  have  come  to  light  since  the  previous  edition 
was  printed.  The  work  is  indispensable  to  every 
student  of  medicine  or  enlightened  practitioner.  If 
is  printed  in  clear  type,  and  the  illustrations  are 
numerous  and  intelligible. — Boston  Med.  and  Surg. 
Journal. 


B 


Y  THE  SAME  AUTHOR. 


INTRODUCTION   TO   PRACTICAL  CHEMISTRY,  INCLUDING 

ANALYSIS.     Fourth  American,  from  the  fifth  and  revised  London  edition.     With  nunierv 
ous  illustrations.     In  one  neat  vol.,  royal  12mo.,  extra  cloth.     $2  25.     (Just  Issued.) 


One  of  the  most  complete  manuals  that  has  for  a 
long  time  been  given  to  the  medical  student. — 
Athenceum. 

We  regard  it  as  realizing  almost  everything  to  be 
desired  in  an  introduction  to  Practical  Chemistry. 


It  is  by  far  the  best  adapted  for  the  Chemical  student 
of  aoy  that  has  yet  fallen  in  our  way. — British  and 
Foreign  Medico-Chirurgical  Review. 

The  best  introductory  work  on  the  subject  with 
which  we  are  acquainted. — Edinburgh  Monthly  Jour. 


QRAEAM  {THOMAS),  F.R.S. 


THE   ELEMENTS   OF   INORGANIC   CHEMISTRY,  including  the 

Applications  of  the  Science  in  the  Arts.  New  and  much  enlarged  edition,  by  Henry 
Watts  and  Robert  Bridges,  M.  D.  Complete  in  one  large  and  handsome  octavo  volume, 
of  over  800  very  large  pages,  with  two  hundred  and  thirty-two  wood-cuts,  extra  cloth. 

$5  50. 


Part  II.,  completing  the  work  from  p.  431  to  end,  with  Index,  Title  Matter,  <fec. 
separate,  cloth  backs  and  paper  sides.     Price  $3  00. 


may  be  had 


From,  Prof.  E.  N.  Horsford,  Harvard  College. 

It  has,  in  its  earlier  and  less  perfect  editions,  been 
familiar  to  me,  and  the  excellence  of  its  plan  and 
the  clearness  and  completeness  of  its  discussions, 
have  long  been  my  admiration. 

No  reader  of  English  works  on  this  science  can 


afford  to  be  without  this  edition  of  Prof.  Graham's 
Elements. — Silliman's  Journal,  March,  1S5S. 

From  Prof.  Wolcott  Gibbs,  N.  T.  Free  Academy. 

The  work  is  an  admirable  one  in  all  respects,  ana 
its  republication  here  cannot  fail  to  exert  a  positive 
influence  upon  the  progress  of  science  in  this  country. 


Henry  C.  Lea's  Publications — (Chemisl/r;/,  Pharmacy^  A'-c).       11 

TjTOWNES  [GEORGE),  Ph.  D. 
A  MANUAL  OF  ELEMENTARY  CHEMISTRY;   Theoretical  and 

Practical.    With  one  hundred  and  ninety-seven  illustrations.    Edited  hy  Robert  Beidi 
M.  D.     In  one  large  royal  12mo.  volume,  of  600  pages,  extra  cloth,  §2  00;   leather,  12  60. 

We  know  of  none  within   the  same  I i rn i t k   which 
has  higher  claims  to  our  confidence  asa  coliegi  i 
book,  both  for  accuracy  of  detail  and  scientific  ar- 
rangement.— Augusta  Medical  Jov/rvCaV. 

We  know  of  no  text-book  on  chemistry  that  w» 
would  sooner  recommend  to  the  student  than  thin 
edition  of  Prof.  Fownes'  work. — Montr/Ml  Medical 
Chronicle. 

A  new  and  revised  edition  of  one  of  the  best  elemen- 
tary works  on  chemistry  accessible  to  the  American 
and  English  student. — N.  Y.  Journal  of  Medic  I  and 
Collateral  Science. 

We  unhesitatingly  recommend  it  to  medical  stu- 
dents.— N.  W.  Med.  and  Surg.  Journal. 

This  is  a  most  excellent  text-book  for  class  instruc- 
tion in  chemistry,  whether  for  schools  or  colleges. — 
Silliman's  Journal. 


We  know  of  no  treatise  in  the  language  so  well 
calculated  to  aid  the  student  in  becoming  familiar 
with  the  numerous  facts  in  the  intrinsic  science  on 
which  it  treats,  or  one  better  calculated  as  a  text- 
book for  those  attending  Chemical  lectures.  *  *  *  * 
The  best  text-book  on  Chemistry  that  has  issued  from 
our  press. — American  Medical  Journal. 

We  again  most  .cheerfully  recommend  it  as  the 
best  text-book  for  students  in  attendance  upon  Chem- 
ical lectures  that  we  have  yet  examined. — III.  and 
Ind.  Med.  and  Surg.  Journal. 

A  first-rate  work  upon  a  first-rate  subject. — St. 
Louis  Med.  and  Surg.  Journal. 

No  manual  of  Chemistry  which  we  have  met 
comes  so  near  meeting  the  wants  of  the  beginner. — 
Western  Journal  of  Medicine  and  Surgery. 


ABEL  AND  BLOXAM'S  HANDBOOK  OF  CHEMIS- 
TRY, Theoretical,  Practical,  and  Technical.  In  one 
vol.  8vo.  of  662  pages,  extra  cloth,  $4  50. 

GARDNER'S  MEDICAL  CHEMISTRY.  1  vol.  12mo., 
with  wood-cuts  ;  pp.  396,  extra  cloth,    $1  00. 


KNAPP'S  TECHNOLOGY  ;  or  Chemistry  Applied  to 
the  Arts,  and  to  Manufactures.  With  American 
additions,  by  Prof.  Walter  R.  Johnson.  In  two 
very  handsome  octavo  volumes,  with  500  wood 
engravings,  extra  cloth,  $6  00. 


JOARRISH  [ED  WARD), 

Professor  of  Materia  Medica  in  the  Philadelphia  College  of  Pharmacy. 

A  TREATISE  ON  PHARMACY.-   Designed  as  a  Text-Book  for  the 

Student,  and  as  a  Guide  for  the  Physician  and  Pharmaceutist.     With  many  Formulae  and 
Prescriptions.     Third  Edition,  greatly  improved.     In  one  handsome  octavo  volume,  of  850 
pages,  with  several  hundred  illustrations,  extra  cloth.     $5  00. 
The  immense  amount  of  practical  information  condensed  in  this  volume  may  be  estimated  from 
the  fact  that  the  Index  contains  about  4700  items.      Under  the  head  of  Acids  there  are  312  refer- 
ences ;  under  Emplastrum,  36;  Extracts,  159 ;.  Lozenges,  25;  Mixtures,  55;  Pills,  56;  Syrups, 
131;  Tinctures,  138;  Unguentum,  57,  &c. 


We  have  examined  this  large  volume  with  a  good 
deal  of  care,  and  find  that  the  author  has  completely 
exhausted  the  subject  upon  which  he  treats  ;  a  more 
complete  work,  we  think,  it  would  be  impossible  to 
find.  To  the  student  of  pharmacy  the  work  is  indis- 
pensable ;  indeed,  so  far  as  we  know,  it  is  the  only  one 
of  its  kind  in  existence,  and  even  to  the  physician  or 
medical  student  who  can  spare  five  dollars  to  pur- 
chase it,  we  feel  sure  the  practical  information  he 
will  obtain  will  more  than  compensate  him  for  the 
outlay. — Canada  Med.  Journal,  Nov.  1864. 

The  medical  student  and  the  practising  physician 
will  find  the  volume  of  inestimable  worth  for  study 
and  reference. — San  Francisco  Med.-.  Press,  July, 
1864. 

When  we  say  that  this  book  is  in  some  respects 
the  best  which  has  been  published  on  the  subject  in 
the  English  language  for  a  great  many  years,  we  do 
not  wish  it  to  be  understood  as  very  extravagant 
praise.  In  truth,  it  is  not  so  much  the  best  as  the 
only  book. —  The  London  Chemical  News. 

An  attempt  to  furnish  anything  like  an  analysis  of 
Parrish's  very  valuable  and  elaborate  Treatise  on 
Practical  Pharmacy  would  require  more  space  than 
we  have  at  our  disposal.  This,  however,  is  not  so 
much  a  matter  of  regret,  inasmuch  as  it  would  be 
difficult  to  think  of  any  point,  however  minute  and 
apparently  trivial,  connected  with  the  manipulation 
of  pharmaceutic  substances  or  appliances  which  has 


not  been  clearly  and  carefully  discussed  in  this  vol- 
ume. Want  of  space  prevents  our  enlarging  further 
on  this  valuable  work,  and  we  must  conclude  by  a 
simple  expression  of  our  hearty  appreciation  of  its 
merits. — Dublin  Quarterly  Jour,  of  Mediccd  Science, 
August,  1864. 

We  have  in  this  able  and  elaborate  work  a  fair  ex- 
position of  pharmaceutical  science  as  it  exists  in  the 
United  States  ;  and  it  shows  that  our  transatlantic 
friends  have  given  the  subject  most  elaborate  con- 
sideration, and  have  brought  their  art  to  a  degree  of 
perfection  which,  we  believe,  is  scarcely  to  be  sur- 
passed anywhere.  The  book  is,  of  course,  of  more 
direct  value  to  the  medicine  maker  than  to  the  physi- 
cian ;  yet  Mr.  Parrish  has  not  failed  to  introduce 
matter  in  which  the  prescriber  is  quite  as  much 
interested  as  the  compounder  of  remedies.  In  con- 
clusion, we  can  only  express  our  high  opinion  of  the 
value  of  this  work  as  a  guide  to  the  pharmaceutist, 
and  in  many  respects  to  the  physician,  not  only  in 
America,  but  in  other  parts  of  the  world. — British 
Med.  Journal,  Nov.  12th,  1S64. 

The  former  editions  have  been  sufficiently  long 
before  the  medical  public  to  render  the  merits  of  the 
work  well  known.  It  is  certainly  one  of  the  most 
complete  and  valuable  works  on  practical  pharmacy 
to  which  the  student,  the  practitioner,  or  the  apothe- 
cary can  have  access. — Chicago  Medical  Examiner, 
March,  1S64. 


JJUNGLISON  (ROBLEY),  M.D., 

Professor  of  Institutes  of  Medicine  in  Jefferson  Sledical  College,  Philadelphia. 

GENERAL  THERAPEUTICS  AND  MATERIA  MEDICA;  adopted 

for  a  Medical  Text-Book.     With  Indexes  of  Remedies  and  of  Diseases  and  their  Remedies. 
Sixth  edition,  revised  and  improved.    With  one  hundred  and  ninety-three  illustrations.    In 
two  large  and  handsomely  printed  octavo  vols,  of  about  1100  pages,  extra  cloth.     $6  50. 
D7  THE  SAME  AUTHOR.  

NEW  REMEDIES,  WITH  FORMULA  FOR  THEIR  PREPARA- 
TION AND  ADMINISTRATION.  Seventh  edition,  with  extensive  additions.  In  one 
very  large  octavo  volume  of  770  pages,  extra  cloth.     $4  00. 


12       Henry  C.  Lea's  Publications— (Mat.  Med.  and  Therapeutics). 


OTILLE  (A LFRED ),  M.D., 

KD  Professor  of  Theory  and  Practice  of  Medicine  in  the  University  of  Penna. 

THERAPEUTICS  AND  MATERIA  MEDICA ;  a  Systematic  Treatise 

on  the  Action  and  Uses  of  Medicinal  Agents,  including  their  Description  and  History. 

Third  edition,  revised  and  enlarged.     In  two  large  and  handsome  octavo  volumes  of  about 

1700  pages,  extra  cloth,  $10;  leather,  $12.  (Now  Ready.) 
That  two  large  editions  of  a  work  of  such  magnitude  should  he  exhausted  in  a  few  years,  is 
sufficient  evidence  that  it  has  supplied  a  want  generally  felt  by  the  profession,  and  the  unani- 
mous commendation  bestowed  upon  it  by  the  medical  press,  abroad  as  well  as  at  home,  shows 
that  the  author  has  successfully  accomplished  his  object  in  presenting  to  the  profession  a  system- 
atic treatise  suited  to  the  wants  of  the  practising  physician,  and  unincumbered  with  details 
interesting  only  to  the  naturalist  or  the  dealer.  Notwithstanding  its  enlargement,  the  present 
edition  has  been  kept  at  the  former  very  moderate  price. 

From  the  Preface  to  the  Third  Edition. 
Although  the  second  edition  of  this  work  had  for  many  months  been  out  of  print,  the  author 
preferred  to  delay  a  new  issue  of  it,  rather  than  omit  anything  which  appeared  to  be  substantially 
valuable  among  the  recent  advances  of  the  science  and  art  of  Therapeutics.  The  subjects  now 
treated  of  for  the  first  time,  are  :  Chromic  Acid;  Permanganate  op  Potassa  ;  The  Sulphites 
op  Soda,  etc.;  Carbolic  Acid;  Nitrous  Oxide;  Rhigolene  ;  and  Calabar  Bean.  The 
article  on  Bromine  has  been  prepared  entirely  anew;  and  that  on  Electricity  very  materially 
enlarged  by  an  account  of  the  most  recent  improvements  in  electrical  apparatus,  and  in  the  appli- 
cation of  this  agent  to  the  cure  of  disease.  The  additions  which  have  been  mentioned,  with 
much  new  matter  besides,  which  will  be  found  under  the  more  important  titles,  occupy  nearly 
one  hundred  pages. 


April,  1868 

A  few  notices  of  former  editions  are  subjoined 

We  have  placed  first  on  the  list  Dr.  Stille's  great 
work  on  Therapeutics.  When  the  first  edition  of  this 
work  made  its  appearance  nearly  five  years  ago,  we 
expressed  our  high  sense  of  its  value  as  containing  a 
full  and  philosophical  account  of  the  existing  state 
of  Therapeutics.  From  the  opinion  expressed  at  that 
time  we  have  nothing  to  retract ;  we  have,  on  the 
contrary,  to  state  that  the  introduction  of  numerous 
additions  has  rendered  the  work  even  more  complete 
than  formerly.  We  can  cordially  recommend  to  those 
©f  oiir  readers  who  are  interested  in  Therapeutics  a 
careful  perusal  of  Dr.  Stille's  work. — Edinburgh  Med. 
Journal,  1865. 

An  admirable  digest  of  our  present  knowledge  of 
Materia  Medica  and  Therapeutics. — Am.  Journ.  Med. 
Sciences,  July,  I860. 

Dr.  Stille's  splendid  work  on  therapeutics  and  ma- 
teria medica. — London  Med.  Times,  April  8,  1865. 

We  think  this  work  will  do  much  to  obviate  the 
reluctance  to  a  thorough  investigation  of  this  branch 
of  scientific  study,  for  in  the  whole  range  of  medical 
literature  treasured  in  the  English  tongue,  we  shall 


hardly  find  a  work  written  in  a  style  more  clear  and 
simple,  conveying  forcibly  the  facts  taught,  and  yet 
free  from  turgidity  and  redundancy.  There  is  a  fas- 
cination in  its  pages  that  will  insure  to  it  a  wide  po- 
pularity and  attentive  perusal,  and  a  degree  of  use- 
fulness not  often  attained  through  the  influence  of  a 
single  work.  The  author  has  much  enhanced  the 
practical  utility  of  his  book  by  passing  briefly  over 
the  physical,  botanical,  and  commercial  history  of 
medicines,  and  directing  attention  chiefly  to  their 
physiological  action,  and  their  application  for  the 
amelioration  or  cure  of  disease. — Chicago  Med.  Jour- 
nal, March,  1860. 

It  has  held  from  its  appearance  in  1860,  the  place 
it  so  well  deserves,  that  of  the  best  treatise  on  Thera- 
peutics in  the  English  language.  A  considerable 
amount  of  new  matter  has  been  added  to  this  edition 
without  increasing  its  bulk,  and  its  general  appear- 
ance is  all  that  could  be  desired  of  a  work  which 
should  find  a  place  in  the  hand  library  of  every  stu- 
dent and  physician. — Boston  Med.  and  Surg.  Jour- 
nal, Dec.  15,  1S61. 


QRIFFITH  {ROBERT  E.),  M.D. 

A  UNIVERSAL  FORMULARY,   Containing  the  Methods  of  Pre- 

paring  and  Administering  Officinal  and  other  Medicines-.     The  whole  adapted  to  Physicians 
and  Pharmaceutists.     Second  edition,  thoroughly  revised,  with  numerous  additions,  by 
Robert  P.  Thomas,  M.D.,  Professor  of  Materia  Medica  in  the  Philadelphia  College  of 
Pharmacy.     In  one  large  and  handsome   octavo  volume  of  650  pages,   double-columns. 
Extra  cloth,  $4  00 ;  leather,  $5  00. 
In  this  volume,  the  Formulary  proper  occupies  over  400  double-column  pages,  and  contains 
about  5000  formulas,  among  which,  besides  those  strictly  medical,  will  be  found  numerous  valuable 
receipts  for  the  preparation  of  essences,  perfumes,  inks,  soaps,  varnishes,  &c.  &c.     In  addition  to 
this,  the  work  contains  a  vast  amount  of  information  indispensable  for  daily  reference  by  the  prac- 
tising physician  and  apothecary,  embracing  Tables  of  Weights  and  Measures,  Specific  Gravity, 
Temperature  for  Pharmaceutical  Operations,  Hydrometrical  Equivalents,  Specific  Gravities  of  some 
of  the  Preparations  of  the  Pharmacopoeias,  Relation  between  different  Thermometrical  Scales, 
Explanation  of  Abbreviations  used  in  Formulae,  Vocabulary  of  Words  used  in  Prescriptions,  Ob- 
servations on  the  Management  of  the  Sick  Room,  Doses  of  Medicines,  Rules  for  the  Administration 
of  Medicines,  Management  of  Convalescence  and  Relapses,  Dietetic  Preparations  not  included  in 
the  Formulary,  List  of  Ineompatibles,  Posological  Table,  Table  of  Pharmaceutical  Names  which 
differ  in  the  Pharmacopoeias,  Officinal  Preparations  and  Directions,  and  Poisons. 

Three  complete  and  extended  Indexes  render  the  work  especially  adapted  for  immediate  consul- 
tation. One,  of  Diseases  and  their  Remedies,  presents  under  the  head  of  each  disease*  the 
remedial  agents  which  have  been  usefully  exhibited  in  it,  with  reference  to  the  formulae  containing 
them — while  another  of  Pharmaceutical  and  Botanical  Names,  and  a  very  thorough  General 
Index  afford  the  means  of  obtaining  at  once  any  information  desired.  The  Formulary  itself  is 
arranged  alphabetically,  under  the  heads  of  the  leading  constituents  of  the  prescriptions. 


This  is  one  of  the  most  useful  books  for  the  prac- 
tising physician  which  has  been  issued  from  the  press 
of  late  years,  containing  a  vast  variety  of  formulas 
for  the  safe  and  convenient  administration  of  medi- 
cines, all  arranged  upon  scientific  and  rational  prin- 
ciples, with  the  quantities  stated  in  full,  without 
signs  or  abbreviations. — Memphis  Med.  Recorder. 


We  know  of  none  in  our  language,  or  any  other,  so 
comprehensive  in  its  details. — London  Lancet. 

One  of  the  most  complete  works  of  the  kind  in  any 
language. — Edinburgh  Med.  Journal. 

We  are  not  cognizant  of  the  existence  of  a  parallel 
work. — London  Med.  Gazette. 


Henry  C.  Lea's  Publications — (Mat.  Med.  and  Therapeutics).      13 


jp  ERE  IRA  {JONATHAN),  M.D.,  F.R.S.  and  L.S. 

MATERIA   MEDICA   AND  THERAPEUTICS;   being  an  Abridg- 

ment  of  the  late  Dr.  Pereira's  Elements  of  Materia  Merlica,  arranged  in  conformity  with 
the  British  Pharmacopoeia,  and  adapted  to  the  use  of  Medical  Practitioners,  Chemists  and 
Druggists,  Medical  and  Pharmaceutical  Students,  &c.  By  F.  J.  Fabbe,  M.D.,  Senior 
Physician  to  St.  Bartholomew's  Hospital,  and  London  Editor  of  the  British  Pharmacopoeia  ; 
assisted  by  Robert  Bentley,  M.R.C.S.,  Professor  of  Materia  Medica  and  Botany  to  the 
Pharmaceutical  Society  of  Great  Britain;  and  by  Robert  Warington,  F.R.S.,  Chemical 
Operator  to  the  Society  of  Apothecaries.  With  numerous  additions  and  references  to'the 
United  States  Pharmacopoeia,  by  Horatio  C.  Wood,  M.D.,  Professor  of  Botany  in  the 
University  of  Pennsylvania.  In  one  large  and  handsome  octavo  volume  of  1040  closely 
printed  pages,  with  236  illustrations,  extra  cloth,  $7  00  j  leather,  raised  bands,  $8  0#. 
{Just  Issued.) 


The  task  of  the  American  editor  has  evidently  been 
no  sinecure,  for  not  only  has  he  given  to  us  all  that 
is  contained  in  the  abridgment  useful  for  our  pur- 
poses, but  by  a  careful  and  judicious  embodiment  of 
over  a  hundred  new  remedies  has  increased  the  size 
of  the  former  work  fully  one-third,  besides  adding 
many  new  illustrations,  some  of  which  are  original. 
We  unhesitatingly  say  that  by  so  doing  he  has  pro- 
portionately increased  the  value,  not  only  of  the  con- 
densed edition,  but  has  extended  the  applicability  of 
the  great  original,  and  has  placed  his  medical  coun- 
trymen under  lasting  obligations  to  him.  The  Ame- 
rican physician  now  has  all  that  is  needed  in  the 
shape  of  a  complete  treatise  on  materia  medica,  and 
the  medical  student  has  a  text-book  which,  for  prac- 
tical utility  and  intrinsic  worth,  stands  unparalleled. 
Although  of  considerable  size,  it  is  none  too  large  for 
the  purposes  for  which  it  has  been  intended,  and  every 
medical  man  should,  in  justice  to  himself,  spare  a 
place  for  it  upon  his  book-shelf,  resting  assured  that 
the  more  he  consults  it  the  better  he  will  be  satisfied 
of  its  excellence. — N.  Y.  Med.  Record,  Nov.  15,  1866. 

It  will  fill  a  place  which  no  other  work  can  occupy 
in  the  library  of  the  physician,  student,  and  apothe- 
cary.— Boston  Med.  and  Surg.  Journal,  Nov.  8,  1866. 

Of  the  many  works  on  Materia  Medica  which  have 
appeared  since  the  issuing  of  the  British  Pharmaco- 


poeia, none  will  be  more  acceptable  to  the  student 
and  practitioner  than  the  present.  Pereira's  Mat^ri*. 
Medica  had  long  ago  asserted  for  itself  the  position  of 
being  the  most  complete  work  on  the  subject  in  the 
English  language.  But  its  very  completeness  stood 
tin  the  way  of  its  success.  Except  in  the  way  of  refer- 
ence, or  to  those  who  made  a  special  study  of  Materia 
Medica,  Dr.  Pereira's  work  was  too  full,  and  its  pe- 
rusal required  an  amount  of  time  which  few  had  at 
their  disposal.  Dr.  Fa  rre  has  very  judiciously  availed 
himself  of  the  opportunity  of  the  publication  of  the 
new  Pharmacopoeia,  by  bringing  out  an  abridged  edi- 
tion of  the  great  work.  This  edition  of  Pereira  is  by 
no  means  a  mere  abridged  re-issue,  but  contains  ma- 
ny improvements,  both  in  the  descriptive  and  thera- 
peutical departments.  We  can  recommend  it  as  a 
very  excellent  and  reliable  text-book. — Edinburgh 
Med  Journal,  February,  1866. 

The  reader  cannot  fail  to  be  impressed,  at  a  glance, 
with  the  exceeding  value  of  this  work  as  a  compend 
of  nearly  all  useful  knowledge  on  the  materia  medica. 
We  are  greatly  indebted  to  Professor  Wood  for  his 
adaptation  of  it  to  our  meridian.  Without  his  emen- 
dations and  additions  it  would  lose  much  of  its  value 
to  the  American  student.  With  them  it  is  an  Ameri- 
can book.  —  Pacific  Medical,  and  Surgical  Journal, 
December,  1S66. 


JjJLLIS  {BENJAMIN),  M.D. 

THE  MEDICAL  FORMULARY:  being  a  Collection  of  Prescriptions 

derived  from  the  writings  and  practice  of  many  of  the  most  eminent  physicians  of  America 
and  Europe.  Together  with  the  usual  Dietetic  Preparations  and  Antidotes  for  Poisons.  The 
whole  accompanied  with  a  few  brief  Pharmaceutic  and  Medical  Observations.  Twelfth  edi- 
tion, carefully  revised  and  much  improved  by  Albert  H.  Smith,  M.  D.  In  one  volume  8vo. 
of  376  pages,  extra  cloth.  $3  00.     {Now  Ready.) 

frequently  noticed  in  this  Journal  as  the  successive 
editions  appeared,  that  it  is  sufficient,  on  the  present 
occasion,  to  state  that  the  editor  has  introduced  into 
the. eleventh  edition  a  large  amount  of  new  matter, 
derived  from  the  current  medical  and  pharmaceutical 
works,  as  well  as  a  number  of  valuable  prescriptions 
furnished  from  private  sources.  A  very  comprehen- 
sive and  extremely  useful  index  has  also  been  sup- 
plied, which  facilitates  reference  to  the  particular 
article  the  prescriber  may  wish  to  administer;  and 
the  language  of  the  Formulary  has  been  made  to  cor- 
respond with  the  nomenclature  of  the  new  national 
Pharmacopoeia. — Am.  Jour.  Med.  Sciences,  Jan.  1S64. 

/LARSON  {JOSEPH),  M.D., 

^S  Professor  of  Materia  Medica  and  Pharmacy  in  the  University  of  Pennsylvania,  &c. 

SYNOPSIS  OF  THE   COURSE   OF   LECTURES   ON  MATERIA 

MEDICA  AND  PHARMACY,  delivered  in  the  University  of  Pennsylvania.  With  three 
Eeetures  on  the  Modus  Operandi  of  Medicines.  Fourth  and  revised  edition,  extra  cloth, 
$3  00.     {Now  Ready.) 


We  endorse  the  favorable  opinion  which  the  book 
has  so  long  established  for  itself,  and  take  this  occa- 
sion to  commend  it  to  our  readers  as  one  of  the  con- 
venient handbooks  of  the  office  and  library. — Cin- 
cinnati Lancet,  Feb.  1S64. 

The  work  has  long  been  before  the  profession,  and 
its  merits  are  well  known.  The  present  edition  con- 
tains many  valuable  additions,  and  will  be  found  to 
be  an  exceedingly  convenient  and  useful  volume  for 
reference  by  the  medical  practitioner.  —  Chicago 
Medical  Examiner,  March,  1864. 

The  work  is  now  so  well  known,  and  has  been  so 


BOYLE'S  MATERIA  MEDICA  AND  THERAPEU- 
TICS; including  the  Preparations  of  the  Pharma- 
copoeias of  London,  Edinburgh,  Dublin,  and  of  the 
United  States.  With  many  new  medicines.  Edited 
by  Joseph  Carson,  M.D.  With  ninety-eight  illus- 
trations. In  one  large  octavo  volume  of  about  700 
pages,  extra  cloth.     $3  00. 

CHRISTISON'S  DISPENSATORY;  or,  Commentary 
on  the  Pharmacopoeias  of  Great  Britain  and  the 
United  States.  With  copious  additions,  and  213 
large  wood-engravings.  ByR.  Eglesfeld  Griffith, 
M.  D.  In  one  very  handsome  octavo  volume  of  over 
1000  pages,  extra  cloth.    $1  00. 


CARPENTER'S  PRIZE  ESSAY  ON  THE  USE  OF 
Alcoholic  Liquors  in  Health  and  Disease.  New 
edition,  with  a  Preface  by  D.  F.  Condie.  M.D..  and 
explanations  of  scientific  words.  In  one  neat  12mo. 
volume,  pp.  178,  extra  cloth.     60  cents. 

De  JONGH  ON  THE  THREE  KINDS  OF  COD-LIYER 
Oil,  with  their  Chemical  and  Therapeutic  Pro- 
perties.    1  vol.  12mo.,  cloth.     75  cents. 

MAYNE'S  DISPENSATORY  AND  THERAPEUTICAL 
Remembrancer.  With  every  Practical  Formula 
contained  in  the  three  British  Pharmacopoeias. 
Edited,  with  the  addition  of  the  Formulae  of  the 
U.  S.  Pharmacopoeia,  by  R.  E.  Griffith,  M.  D.  In 
one  12mo.  volume,  300  pp.,  extra  cloth.     7o  cents. 
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QROSS  {SAMUEL  D.),  M.  D., 

Professor  of  Surgery  in  the  Jeferson  Medical  College  of  Philadelphia. 

ELEMENTS    OF    PATHOLOGICAL   ANATOMY.     Third    edition, 

thoroughly  revised  and  greatly  improved.     In  one  large  and  very  handsome  octavo  vol  auie 
of  nearly  800  pages,  with  about  three  hundred  and  fifty  beautiful  illustrations,  of  which  a 
large  number  are  from  original  drawings  ;   extra  cloth.     $4  00. 
The  very  beautiful  execution  of  this  valuable  work,  and  the  exceedingly  low  price  at  which  it 
is  offered,  should  command  for  it  a  place  in  the  library  of  every  practitioner. 


To  the  student  of  medicine  we  would  say  that  we 
know  of  no  work  which  we  can  more  heartily  com- 
mend than  Gross's  Pathological  Anatomy. — Southern 
Med.  and  Surg.  Journal. 

The  volume  commends  itself  to  the  medical  student; 
it  will  repay  a  careful  perusal,  and  should  be  upon 


the  hook-shelf  of  every  American  physician. — Charles- 
ton Med.  Journal. 

It  contains  much  new  matter,  and  brings  down  our 
knowledge  of  pathology  to  the  latest  period. — London 
Lancet. 


TONES  {G.  RANDFIELD),  F.R.S.,  and  SIEVEKING  {ED.  H.),  M.D., 

Assistant  Physicians  and  Lecturers  in  St.  Mary's  Hospital. 

A  MANUAL  OF   PATHOLOGICAL  ANATOMY.     First  American 

edition,  revised.     With  three  hundred  and  ninety-seven  handsome  wood  engravings.     In 
one  large  and  beautifully  printed  octavo  volume  of  nearly  750  pages,  extra  cloth,  $3  50. 

Our  limited  space  alone  restrains  us  from  noticing 
more  at  length  the  various  subjects  treated  of  in 
this  interesting  work ;  presenting,  as  it  does,  an  excel 


lent  summary  of  the  existing  state  of  knowledge  in 
relation  to  pathological  anatomy,  we  cannot  too 
strongly  urge  upon  the  student  the  necessity  of  a  tho- 
rough acquaintance  with  its  contents. — Medical  Ex- 
aminer. 

We  have  long  had  need  of  a  hand-book  of  patholo- 
gical anatomy  which  should  thoroughly  reflect  the 
present  state  of  that  science.  In  the  treatise  before 
us  this  desideratum  is  supplied.  Within  the  limits  of 
a  moderate  octavo,  we  have  the  outlines  of  this  great 
department   of  medical  science  accurately  defined, 


and  the  most  recent  investigations  presented  in  suffi- 
cient detail  for  the  student  of  pathology.  We  cannot 
at  this  time  undertake  a  formal  analysis  of  this  trea- 
tise, as  it  would  involve  a  separate  and  lengthy 
consideration  of  nearly  every  subject  discussed  ;  nor 
would  such  analysis  be  advantageous  to  the  medical 
reader.  The  work  is  of  such  a  character  that  every 
physician  ought  to  obtain  it,  both  for  reference  and 
study. — N.  Y.  Journal  of  Medicine. 

Its  importance  to  the  physician  cannot  be  too  highly 
estimated,  and  we  would  recommend  our  readers  to 
add  it  to  their  library  as  soon  as  they  conveniently 
can. — Montreal  Med.  Chronicle. 


JDOKITANSKY  {GA^RL),  M.D., 

Curator  of  the  Imperial  Pathological  Museum,  and  Professor  at  the  University  of  Vienna. 

A   MANUAL   OF   PATHOLOGICAL  ANATOMY.      Translated  by 

W.  E.  Swaine,  Edward  Sieveking,  C.  H.  Moore,  and  G.  E.  Day.    Four  volumes  octavo, 
bound  in  two,  of  about  1200  pages,  extra  cloth.     $7  50. 


GLUGE'S  ATLAS  OF  PATHOLOGICAL  HISTOLOGY. 
Translated,  with  Notes  and  Additions,  by  Joseph 
Leidy,  M.  D.  In  one  volume,  very  large  imperial 
quarto,  with  320  copper-plate  figures,  plain  and 
colored,  extra  cloth.    $1  00. 


SIMON'S  GENERAL  PATHOLOGY,  as  conducive  to 
the  Establishment  of  Rational  Principles  for  the 
Prevention  and  Cure  of  Disease.  In  one  octavo 
volume  of  212  pages,  extra  cloth.     $1  25. 


WILLIAMS  {CHARLES  J.  B.),  M.D., 

Professor  of  Clinical  Medicine  in  University  College,  London. 

PRINCIPLES  OF  MEDICINE.     An  Elementary  View  of  the  Causes, 

Nature,  Treatment,  Diagnosis,  and  Prognosis  of  Disease ;  with  brief  remarks  on  Hygienics, 
or  the  preservation  of  health.  A  new  American,  from  the  third  and  revised  London  edition. 
In  one  octavo  volume  of  about  500  pages,  extra  cloth.     $3  50. 


The  unequivocal  favor  with  which  this  work  has 
been  received  by  the  profession,  both  in  Europe  and 
America,  is  one  among  the  many  gratifying  evidences 
which  might  he  adduced  as  going  to  show  that  there 
is  a  steady  progress  taking  place  in  the  science  as  well 
as  in  the  art  of  medicine. — St.  Louis  Med.  and  Surg. 
Journal. 

No  work  has  ever  achieved  or  maintained  a  more 
deserved  reputation. —  Virginia  Med.  and  Surg. 
Journal. 

One  of  the  best  works  on  the  subject  of  which  it 
treats  in  our  language. 

It  has  already  commended  itself  to  the  high  regard 
of  the  profession  ;  and  we  may  well  say  that  we 
know  of  no  single  volume  that  will  afford  the  source 
of  so  thorough  a  drilling  in  the  principles  of  practice 
as  this.  Students  and  practitioners  should  make 
themselves  intimately  familiar  with  its  teachings — 
they  will  find  their  labor  and  study  most  amply 
repaid. — Cincinnati  Med.  Observer. 

There  is  no  work  in  medical  literature  which  can 
fill  the  place  of  this  one.  It  is  the  Primer  of  the 
young  practitioner,  the  Koran  of  the  scientific  one. — 
Stethoscope. 


A  text-book  to  which  no  other  in  our  language  is 
comparable. — Charleston  Med.  Journal. 

The  lengthened  analysis  we  have  given  of  Dr.  Wil- 
liams's Principles  of  Medicine  will,  we  trust,  clearly 
prove  to  our  readers  his  perfect  competency  for  the 
task  he  has  undertaken — that  of  imparting  to  the 
student,  as  well  as  to  the  more  experienced  practi- 
tioner, a  knowledge  of  those  general  principles  of 
pathology  on  which  alone  a  correct  practice  can  he 
founded.  The  absolute  necessity  of  such  a  work 
must  be  evident  to  all  who  pretend  to  more  than 
mere  empiricism.  We  must  conclude  by  again  ex- 
pressing our  high  sense  of  the  immense  benefit  which 
Dr.  Williams  has  conferred  on  medicine  by  the  pub- 
lication of  this  work.  We  are  certain  that  in  the 
present  state  of  our  knowledge  his  Principles  of  Medi- 
cine could  not  possibly  be  surpassed.  While  we 
regret  the  loss  which  many  of  the  rising  generation 
of  practitioners  have  sustained  by  his  resignation  of 
the  Chair  at  University  College,  it  is  comforting  to 
feel  that  his  writings  must  long  continue  to  exert  a 
powerful  influence  on  the  practice  of  that  profession 
for  the  improvement  of  which  he  has  so  assiduously 
and  successfully  labored,  and  in  which  he  holds  so 
distinguished  a  position. — London  Jour,  of  Medicine 
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TjlLINT  {A  USTIN),  M.  D., 

J-  Professor  of  the  Principle*  and.  Practice  of  Medicine  in  Bellevue  Med.  College,  N.  Y. 

A  TREATISE    ON    THE    PRINCIPLES    AND    PRACTICE    OF 

MEDICINE;  designed  for  the  use  of  Students  and  Practitioners  of  Medicine.  Third 
edition,  revised  and  enlarged.  In  one  large  and  closely  printed  octavo  volume  of  11)02 
pages;  handsome  extra  cloth,  $6  00;  or  strongly  bound  in  leather,  with  raised  bands,  $7  00. 
(Just  Ready.) 

From  the  Preface  to  the  Third  Edition. 
Since  the  publication,  in  December,  1806,  of  the  second  edition  of  this  treatise,  much  time  has 
been  devoted  to  its  revision.  Recognizing  in  the  favor  with  which  it  has  been  received  a  pro- 
portionate obligation  to  strive  constantly  to  increase  its  worthiness,  the  author  ha?  introduced  in 
the  present  edition  additions,  derived  from  his  clinical  studies,  and  from  the  latest  contributions 
in  medical  literature,  which,  it  is  believed,  will  enhance  considerably  the  practical  utility  of  the 
work.  A  slight  modification  in  the  typographical  arrangement  has  accommodated  these  additions 
without  materially  increasing  the  bulk  of  the  volume. 
New  York,  October,  1868. 

At  the  very  low  price  affixed,  the  profession  will  find  this  to  be  one  of  the  cheapest  volumes 
within  their  reach.     A  few  notices  of  former  editions  are  subjoined. 


We  are  happy  in  being  able  once  more  to  commend 
this  work  to  the  students  and  practitioners  of  medicine 
who  seek  for  accurate  information  conveyed  in  lan- 
guage at  once  clear,  precise,  and  expressive. — Arner. 
Journ.  Med.  Sciences,  April,  1867. 

Dr.  Flint,  who  has  been  known  in  this  country  for 
many  years,  both  as  an.  author  and  teacher,  who  has 
discovered  truth,  and  pointed  it  out  clearly  and  dis- 
tinctly to  others,  investigated  the  symptoms  and  na- 
tural history  of  disease  and  recorded  its  language  and 
facts,  and  devoted  a  life  of  incessant  study  and 
thought  to  the  doubtful  or  obscure  in  his  profession, 
has  at  length,  in  his  ripe  scholarship,  given  this  work 
to  the  profession  as  a  crowning  gift.  If  we  have  spoken 
highly  of  its  value  to  the  profession  and  world  ;  if  we 
have  said,  all  considered,  it  is  the  very  best  work 
upon  medical  practice  in  any  language;  if  we  have 
spoken  of  its  excellences  in  detail,  and  given  points 
of  special  value,  we  have  yet  failed  to  express  in  any 
degree  our  present  estimate  of  its  value  as  a  guide  iu 
the  practice  of  medicine.  It  does  not  contain  too  much 
or  too  little  ;  it  is  not  positive  where  doubt  should  be 
expressed,  or  hesitate  where  truth  is  known.  It  is 
philosophical  and  speculative  where  philosophy  and 
speculation  are  all  that  can  at  present  be  obtained, 
but  nothing  is  admitted  to  the  elevation  of  established 
truth,  without  the  most  thorough  investigation.  It 
is  truly  remarkable  with  what  even  hand  this  work 
has  been  written,  and  how  it  all  shows  the  most  care- 
ful thought  and  untiring  study.  We  conclude  that, 
though  it  may  yet  be  susceptible  of  improvement,  it 
still  constitutes  the  very  best  which  human  knowledge 
can  at  present  produce.  "When  knowledge  is  in- 
creased," the  work  will  doubtless  be  again  revised; 
meanwhile  we  shall  accept  it  as  the  rule  of  practice. 
— Buffalo  Med.  and  Surg.  Journal,  Feb.  1867. 

Dr.  Flint's  book  is  the  only  one  on  the  practice  of 
medicine  that  can  benefit  the  young  practitioner. — 
Nashville  Med.  Journal,  Aug.  1866. 

We  consider  the  book,  in  all  its  essentials,  as  the 
best  adapted  to  the  student  of  any  of  oar  numerous 
text-books  on  this  subj  ect. — N.  Y  Med.  Journ.,  Jan.  '67. 


Its  terse  conciseness  fully  redeems  it  from  beiDg 
ranked  among  heavy  and  common-place  works,  while 
the  unmistakable  way  in  which  Dr.  Flint  gives  his 
own  views  is  quite  refreshing,  and  far  from  common. 
It  is  a  book  of  enormous  research  ;  the  writer  is  evi- 
dently a  man  of  observation  and  large  experience ; 
his  views  are  practically  sound  and  theoretically 
moderate,  and  we  have  do  hesitation  in  commending 
his  magnum  opus  to  our  readers — Dublin  Medical 
Press  and  Circular,  May  16,  1S66. 

Iu  the  plan  of  the  work  and  the  treatment  of  indi- 
vidual subjects  there  is  afreshness  and  an  originality 
which  make  it  worthy  of  the  study  of  practitioners 
as  well  as  students.  It  is,  indeed,  an  admirable  book, 
and  highly  creditable  to  American  medicine.  For 
clearness  and  conciseness  in  style,  for  careful  reason- 
ing upon  what  is  known,  for  lucid  distinction  between, 
what  we  know  and  what  we  do  not  know,  between 
what  nature  does  in  disease  and  what  the  physician, 
can  do  and  should,  for  richness  in  good  clinical  ob- 
servation, for  independence  of  statement  and  opinion 
on  great  points  of  practice,  and  for  general  sagacity 
and  good  judgment,  the  work  is  most  meritorious. 
It  is  singularly  rich  in  good  qualities,  and  free  from 
faults. — London  Lancet,  June  23,  1S66. 

In  following  out  such  a  plan  Dr.  Flint  has  suc- 
ceeded most  admirably,  and  gives  to  his  readers  a 
work  that  is  not  only  very  readable,  interesting, 
and  concise,  but  in  every  respect  calculated  to  meet 
the  requirements  of  professional  men  of  every  class. 
The  student  has  presented  to  him,  in  the  plainest 
possible  manner,  the  symptoms  of  disease,  the  prin- 
ciples which  should  guide  him  in  its  treatment,  and 
the  difficulties  which  have  to  be  surmounted  in  order 
to  arrive  at  a  correct  diagnosis.  The  practitioner, 
besides  having  such  aids,  has  offered  to  him  the  con- 
clusion which  the  experience  of  the  professor  has 
enabled  him  to  arrive  at  in  reference  to  the  relative 
merits  of  different  therapeutical  agents,  and  different 
methods  of  treatment.  This  new  work  will  add  not 
a  little  to  the  well-earned  reputation  of  Prof.  Flint  as 
a  medical  teacher. — N.  Y.  Med.  Record,  April  2,  1S66. 


T)UNGLISON,  FORBES,  TWEED  IE,  AND  CONOLLY. 

THE  CYCLOPAEDIA  OF   PRACTICAL  MEDICINE:    comprising 

Treatises  on  the  Nature  and  Treatment  of  Diseases,  Materia  Medica  and  Therapeutics, 
Diseases  of  Women  and  Children,  Medical  Jurisprudence,  &c.  &c.  In  four  large  super-royal 
octavo  volumes,  o  13254  double-columned  pages,  strongly  and  handsomely  bound  in  leather, 
$15;  extra  cloth,  $11. 
*^*  This  work  contains  no  less  than  four  hundred  and  eighteen  distinct  treatises,  contributed 
by  sixty- eight  distinguished  physicians. 

The  most  complete  work  on  practical  medicine 
extant,  or  at  least  in  our  language. — Buffalo  Medical 
and  Surgical  Journal. 

For  reference,  it  is  above  all  price  to  every  practi- 
tioner.—  Western  Lancet. 

One  of  the  most  valuable  medical  publications  of 


the  day.     As  a  work  of  reference  it  is  invaluable. — 
Western  Journal  of  Medicine  and  Surgery. 

It  has  been  to  us,  both  as  learner  and  teacher,  a 
work  for  ready  and  frequent  reference,  one  in  which 
modern  English  medicine  is  exhibited  in  the  most  ad- 
vantageous light. — Medical  Examiner. 


BARLOW'S  MANUAL  OF  THE  PRACTICE  OF 
MEDICINE.  With  Additions  by  D.  F.  Coxdie, 
M.  D.     1  vol.  Svo.,  pp.  600,  cloth.     $2  50. 


HOLLAND'S  MEDICAL  NOTES  AND  REFLEC- 
TIONS. From  the  third  and  enlarged  English  edi- 
tion. In  one  handsome  octavo  volume  of  about 
500  pages,  extra  cloth.     $3  50. 
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TTARTSHORNE  [HENRY),  31. D., 

J.J.  Professor  of  Hygiene  in  the  University  of  Pennsylvania. 

ESSENTIALS  OF  THE  PRINCIPLES  AND  PRACTICE  OP  MEDI- 

CINE.     A  handy-book  for  Students  and  Practitioners.     In  one  handsome  royal  ]2mo. 

volume  of  418  pages,   clearly  printed  on  small  type,  cloth,  $2  38;    half  bound,  $2  63. 

(Just  Issued.) 
The  very  cordial  reception  with  which  this  work  has  met  shows  that  the  author  has  fully  suc- 
ceeded in  his  attempt  to  condense  within  a  convenient  compass  the  essential  points  of  scientific 
and  practical  medicine,  so  as  to  meet  the  wants  not  only  of  the  student,  but  also  of  the  practi- 
tioner who  desires  to  acquaint  himself  with  the  results  of  recent  advances  in  medical  science. 

As  a  strikingly  terse,  full,  and  comprehensive  em- 
bodiment in  a  condensed  form  of  the  essentials  in 
medical  science  and  art,  we  hazard  nothing  in  sayin 


that  it  is  incomparably  in  advance  of  any  work  of  the 
kind  of  the  past,  and  will  stand  long  in  the  future 
without  a  rival.  A  mere  glance  will,  we  think,  im- 
press others  with  the  correctness  of  our  estimate.  Nor 
do  we  believe  there  will  be  found  many  who,  after 
the  most  cursory  examination,  will  fail  to  possess  it. 
How  one  could  be  able  to  crowd  so  much  that  is  valu- 
able, especially  to  the  student  and  young  practitioner, 
within  the  limits  of  so  small  a  book,  and  yet  embrace 
and  present  all  that  is  important  in  a  well-arranged, 
clear  form,  convenient,  satisfactory  for  reference,  with 
so  full  a  table  of  contents,  and  extended  general  index, 
with  nearly  three  hundred  formulas  and  recipes,  is  a 
marvel. —  Western  Journal  of  Medicine,  Aug.  1867. 

The  little  book  before  us  has  this  quality,  and  we 
can  therefore  say  that  all  students  will  find  it  an  in- 
valuable guide  in  their  pursuit  of  clinical  medicine. 
Dr.  Hartshorne  speaksofitas  "an unambitious  effort 
to  make  useful  the  experience  of  twenty  years  of  pri- 
vate and  hospital  medical  practice,  with  its  attendant 
study  and  reflection."  That  the  effort  will  prove  suc- 
cessful we  have  no  doubt,  and  in  his  study,  and  at 
the  bedside,  the  student  will  find  Dr.  Hartshorne  a 
safe  and  accomplished  companion.  We  speak  thus 
highly  of  the  volume,  because  it  approaches  more 


nearly  than  any  similar  manual  lately  before  us  the 
standard  at  which  all  such  books  should  aim  —  of 
teaching  much,  and  suggesting  more.  To  the  student 
we  can  heartily  recommend  the  work  of  our  transat- 
lantic colleague,  and  the  busy  practitioner,  we  are 
sure,  will  find  in  it  the  means  of  solving  many  a 
doubt,  and  will  rise  from  the  perusal  of  its  pages, 
having  gained  clearer  views  to  guide  him  in  bis  daily 
struggle  with  disease. — Bub.  Med.  Press,  Oct.  2,  1S67. 

Pocket  handbooks  of  medicine  are  not  desirable, 
even  when  they  are  as  carefully  and  elaborately  com- 
piled as  this,  the  latest,  most  complete,  and  most  ac- 
curate which  we  have  seen. — British  Med.  Journal, 
Sept.  21,  1S67. 

This  work  of  Dr.  Hartshorne  must  not  be  confound- 
ed with  the  medical  manuals  so  generally  to  be  found 
in  the  hands  of  students,  serving  them  at  best  but  as 
blind  guides,  better  adapted  to  lead  them  astray  than 
to  any  useful  and  reliable  knowledge.  The  work  be- 
fore us  presents  a  careful  synopsis  of  the  essential 
elements  of  the  theory  of  diseased  action,  its  causes, 
phenomena,  and  results,  and  of  the  art  of  healing,  as 
recognized  by  the  most  authoritative  of  our  profes- 
sional writers  and  teachers.  A  very  careful  and  cau- 
did  examination  of  the  volume  has  convinced  us  that 
it  will  be  generally  recognized  as  one  of  the  best  man- 
uals for  the  use  of  the  student  that  has  yet  appeared. 
— American  Journal  Med.  Sciences,  Oct.  1S67. 


WATSON  {THOMAS),  M.  D.,  SfC, 

LECTURES     ON    THE     PRINCIPLES    AND    PRACTICE    OF 

PHYSIC.     Delivered  at  King's  College,  London.     A  new  American,  from  the  last  revised 
and  enlarged  English  edition,  with  Additions,  by  D.  Francis  Condie,  M.  D.,  author  of 
"A  Practical  Treatise  on  the  Diseases  of  Children,"  &c.     With  one  hundred  and  eighty- 
five  illustrations  on  wood.     In  one  very  large  and  handsome  volume,  imperial  octavo,  of 
over   1200  closely  printed  pages  in  small  type;    extra  cloth,  $6  50;  strongly  bound   in 
leather,  with,  raised  bands,  $7  50. 
Believing  this  to  be  a  work  which  should  lie  on  the  table  of  every  physician,  and  be  in  the  hands 
of  every  student,  every  effort  has  been  made  to  condense  the  vast  amount  of  matter  which  it  con- 
tains within  a  convenient  compass,  and  at  a  very  reasonable  price,  to  place  it  within  reach  of  all. 
In  its  present  enlarged  form,  the  work  contains  the  matter  of  at  least  three  ordinary  octavos, 
rendering  it  one  of  the  cheapest  works  now  offered  to  the  American  profession,  while  its  mechani- 
cal execution  makes  it  an  exceedingly  attractive  volume. 


DICKSON'S  ELEMENTS  OF  MEDICINE;  a  Compen- 
dious View  of  Pathology  and  Therapeutics,  or  the 
History  and  Treatment  of  Diseases.  Second  edi- 
tion, revised.  1  vol.  Svo.  of  750  pages,  extra  cloth. 
$1  00. 

WHAT  TO  OBSERVE  AT  THE  BEDSIDE  AND  AFTER 
Death  in  Medical  Cases.  Published  under  the 
authority  of  the  London  Society  for  Medical  Obser- 


vation. From  the  second  London  edition.  1  vol. 
royal  12mo.,  extra  cloth.  $1  00. 
LATCOCK'S  LECTURES  ON  THE  PRINCIPLES 
and  Methods  of  Medical  Observation  and  Re- 
search. For  the  use  of  advanced  students  and 
junior  practitioners.  In  one  very  neat  royal  12mo. 
volume,  extra  cloth.    $1  00. 


B 


ARCLAY  [A.  W.),  M.  D. 

A  MANUAL  OF  MEDICAL  DIAGNOSIS;  being  an  Analysis  of  the 

Signs  and  Symptoms  of  Disease.     Third  American  from  the  second  and  revised  London 
edition.     In  one  neat  octavo  volume  of  451  pages,  extra  cloth.     $3  50. 

London  |      The  book  should  be  in  the  hands  of  every  practical 


A   work   of   immense    practical    utility 
Med.  Times  and  Gazette. 


man. — Dublin  Med.  Press. 


JPULLER  (HENRY  WILLIAM),  M.  D., 

-*-  Physician  to  St.  George's  Hospital,  London. 

ON  DISEASES  OF  THE   LUNGS   AND   AIR-PASSAGES.     Their 

Pathology,  Physical  Diagnosis,  Symptoms,  a,rd  Treatment.  From  the  second  and  revised 
English  edition.  In  one  handsome  octavo  volume  of  about  500  pages,  extra  cloth,  $3  50. 
(Just  Issued.) 

Dr.  Fuller's  work  on  diseases  of  the  chest  was  so  I  accordingly  we  have  what  might  be  with  perfect  jus- 
favorably  received,  that  to  many  who  did  not  know  tice  styled  an  entirely  new  work  from  his  pen,  the 
the  extent  of  his  engagements,  it  was  a  matter  of  won-  portion  of  the  work  treating  of  the  heart  and  great 
der  that  it  should  be  allowed  to  remain  three  years  vessels  being  excluded.  Nevertheless,  this  volume  is 
out  of  print.  Determined,  however,  to  improve  it,  of  almost  equal  size  with  the  first.—  London  Medical 
Dr.  Fuller  would  not  consent  to  a  mere  reprint,  and  !  Times  and  Gazette,  July  2C,  1S67. 
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TpLINT  {A  US  TIN),  M.D., 

J-  Professor  of  the  Principles  and  Practice  of  Medicine  in  Bellevue  Hospital  Med.  College,  N.  Y. 

A  PRACTICAL  TREATISE  ON  THE  PHYSICAL  EXPLORA- 
TION OP  THE  CHEST  AND  THE  DIAGNOSIS  OF  DISEASES  AFFECTING  THE 
RESPIRATORY  ORGANS.  Second  and  revised  edition.  In  one  handsome  octavo  volume 
of  595  pages,  extra  cloth,  $4  50.     (Just  Issued.) 


Premisiug  this"  observation  of  the  necessity  of  each 
stvTdent  and  practitioner  making  himself  acquainted 
with  auscultation  and  percussion,  we  may  state  our 
honest  opiuion  that  Dr.  Flint's  treatise  is  one  of  the 
most  trustworthy  guides  which  he  can  consult.  The 
style  is  clear  and  distinct,  and  is  also  concise,  being 
free  from  that  tendency  to  over-refinement  and  unne- 
cessary minuteness  which  characterizes  many  works 
on  the  same  subject. — Dublin  Medical  Press,  Feb.  6, 
1867. 

In  the  invaluable  work  before  us,  we  have  a  book 
of  facts  of  nearly  600  pages,  admirably  arranged, 
clear,  thorough,  and  lucid  on  all  points,  without  pro- 
lixity; exhausting  every  point  and  topic  touched  ;  a 
monument  of  patient  and  long-continued  observation, 
which  does  credit  to  its  author,  and  reflects  honor  on 


B 


American  medicine. — Atlanta  Med.  and,  Surg.  Jour- 
nal, Feb.  1867. 

The  chapter  on  Phthisis  is  replete  with  interest; 
and  his  remarks  on  the  diagnosis,  especially  in  the 
early  stages,  are  remarkable  for  their  acumen  and 
great  practical  value.  Dr.  Flint's  style  is  cU-;ir  and 
elegant,  and  the  tone  of  freshness  and  originality 
which  pervades  his  whole  work  lend  an  additional 
force  to  its  thoroughly  practical  character,  which 
cannot  fail  to  obtain  for  it  a  place  as  a  standard  work 
on  diseases  of  the  respiratory  system. — London 
Lancet,  Jan.  19,  1867. 

This  is  an  admirable  book.  Excellent  in  detail  and 
execution,  nothing  better  could  be  desired  by  the 
practitioner.  Dr.  Flint  enriches  his  subject  with 
much  solid  and  not  a  little  original  observation. — 
Ranking' s  Abstract,  Jan.  1867. 


Y  THE  SAME  AUTHOR.  

A  PRACTICAL  TREATISE  ON  THE  DIAGNOSIS,  PATHOLOGY, 

AND  TREATMENT  OF  DISEASES  OF  THE  HEART.     In  one  neat  octavo  volume  of 

nearly  500  pages,  with  a  plate;  extra  cloth,  $3  50. 
We  question  the  fact  of  any  recent  American  author    making  an  extended  personal  clinical  study  available 
in  ou^profession  being  more  extensively  known,  or    for  purposes  of  illustration,  in  connection  with  c;;-es 
more  deservedly  esteemed  in  this  country  than  Dr.     which  have  been  reported  by  other  trustworthy  ob- 
Flint.     "We  willingly  acknowledge  his  success,  more     servers. — Brit,  and  For.  Med.-Chir.  Review. 
particularly  in  the  volume  on  diseases  of  the  heart,  in 


flH AMBERS  (T.  K.),  M.D., 

v  Consulting  Physician  to  St.  Mary's  Hospital,  London,  &c. 

THE  INDIGESTIONS ;  or,  Diseases  of  the  Digestive  Organs  Functionally 

Treated.     Second  American,  from  the  second  and  revised  English  Edition.     In  one  hand- 
some octavo  volume  of  over  300  pages,  extra  cloth,  $3  00.     (Noiv  Ready.) 


He  is  perhaps  the  most  vivid  and  brilliant  of  living 
medical  writers ;  and  here  he  supplies,  in  a  graphic 
series  of  illustrations,  bright  sketches  from  his  well- 
stored  portfolio.  His  is  an  admirable  clinical  book, 
like  all  that  he  publishes,  original,  brilliant,  and  in- 
teresting. Everywhere  he  is  graphic,  and  his  work 
supplies  numerous  practical  hints  of  much  value. — 
Edinburgh  Med.  and  Surg.  Journal,  Nov.  1S67. 

Associate  with  this  the  rare  faculty  which  Dr. 
Chambers  has  of  infusing  an  enthusiasm  in  his  sub- 
ject, and  we  have  in  this  little  work  all  the  elements 
which  make  it  a  model  of  its  sort.  We  have  perused 
it  carefully;  have  studied  every  page;  our  interest 
in  the  subject  has  been  intensified  as  we  proceeded, 
and  we  are  enabled  to  lay  it  down  with  unqualified 
praise. — N.  Y.  Med.  Record,  April  15,  1S67. 

It  is  in  the  combination  of  these  qualities — clear  and 
vivid  expression,  with  thorough  scientific  knowledge 


and  practical  skill — that  his  success  as  a  teacher  or 
literary  expositor  of  the  medical  art  consists ;  and  the 
volume  before  us  is  a  better  illustration  than  its  au- 
thor has  yet  produced  of  the  rare  degree  in  which 
those  combined  qualities  are  at  his  command.  Next 
to  the  diseases  of  children,  there  is  no  subject  on 
which  the  young  practitioner  is  oftener  consulted,  or 
on  which  the  public  are  more  apt  to  form  their 
opinions  of  his  professional  skill,  than  the  various 
phenomena  of  indigestion.  Dr.  Chambers  comes  most 
opportunely  and  effectively  to  his  assistance.  In  fact, 
there  are  few  situations  in  which  the  commencing 
practitioner  can  place  himself  in  which  Dr.  Cham- 
bers' conclusions  on  digestion  will  not  be  of  service. 
— London  Lancet,  February  23,  1S67. 

This  is  one  of  the  most  valuable  works  which  it 
has  ever  been  our  good  fortune  to  receive. — London 
Med.  Mirror,  Feb.  1S67. 


JDRINTON  (  WILLIAM),  M.  D.,  F.  R.  S. 

LECTURES  ON  THE  DISEASES  OF  THE  STOMACH;  with  an 

Introduction  on  its  Anatomy  and  Physiology.  From  the  second  and  enlarged  London  edi- 
tion. With  illustrations  on  wood.  In  one  handsome  octavo  volume  of  about  300  pages, 
extra  cloth.     $3  25.     (Just  issued.) 


Nowhere  can  be  found  a  more  full,  accurate,  plain, 
and  instructive  history  of  these  diseases,  or  more  ra- 
tional views  respecting  their  pathology  and  therapeu- 
tics.— Am.  Journ.  of  the  Med.  Sciences,  April,  1S65. 


The  most  complete  work  in  our  language  upon  the 
diagnosis  and  treatment  of  these  puzzling  and  impor- 
tant diseases. — Boston  Med.  and  Surg.  Journal,  Nov. 
1S65. 


H 


ABERSHON  (S.  O.),  M.D. 

PATHOLOGICAL  AND  PRACTICAL  OBSERVATIONS  ON  DIS- 
EASES OF  THE  ALIMENTARY  CANAL,  OESOPHAGUS,  STOMACH,  C.ECUM,  AND 
INTESTINES.  With  illustrations  on  wood, 
pages,  extra  cloth.     $2  50. 


In  one  handsome   octavo  volume  of  312 


TJUDSON  {A.),  M.D.,M.R.I.A., 

-*•-*■  Physician  to  the  Meath  Hospital. 

LECTURES  ON  THE  STUDY  OF  FEYER. 

cloth.     (Ready  in  November.) 


In  one  vol.  8vo.,  extra 
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Henry  C.  Lea's  Publications — {Practice  of  Medicine). 


ROBERTS  (  WILLIAM),  M.  D.. 

-*~*J  Lecturer  on  Medicine  in  the  Manchester  School  of  Medicine,  &c. 

A  PRACTICAL  TREATISE   ON  URINARY  AND   RENAL   DIS- 

EASES,  including  Urinary  Deposits.     Illustrated  by  numerous  cases  and  engravings.     In 
one  very. handsome  octavo  volume  of  516  pp.,  extra  cloth.     $4  50.     (Just  Issued.) 


In  carrying  out  this  design,  he  has  not  only  made 
good  use  of  his  own  practical  knowledge,  hut  has 
brought  together  from  various  sources  a  vast  amount 
of  information,  some  of  which  is  not  generally  pos- 
sessed by  the  profession  in  this  country.  We  must 
now  bring  our  notice  of  this  book  to  a  close,  re- 
gretting only  that  we  are  obliged  to  resist  the  temp- 
tation of  giving  further  extracts  from  it.  Dr.  Roberts 
has  already  on  several  occasions  placed  before  the 
profession  the  results  of  researches  made  by  him  on 
various  points  connected  with  the  urine,  and  had  thus 
led  us  to  expect  from  him  something  good— in  which 
expectation  we  have  been  by  no  means  disappointed. 
The  book  is,  beyond  question,  the  most  comprehen- 


sive work  on  urinary  and  renal  diseases,  considered 
in  their  strictly  practical  aspect,  that  we  possess  in 
the  English  language. — Britii/i  Medical  Journal, 
Dec.  9,  1865. 

We  have  read  this  book  with  much  satisfaction. 
It  will  take  its  place  beside  the  best  treatises  in  our 
language  upon  urinary  pathology  and  therapeutics. 
Not  the  least  of  its  merits  is  that  the  author,  unlike 
some  other  book-makers,  is  contented  to  withhold 
much  that  he  is  well  qualified  to  discuss  in  order  to 
impart  to  his  volume  such  a  strictly  practical  charac- 
ter as  cannot  fail  to  render  it  popular  among  British 
readers. — London  Med.  Times  and  Gazette,  March 
17,  1866. 


*%  "  Bird  on  Urinary  Deposits,"  being  for  the  present  out  of  print,  gentlemen  will  find  in  the 
above  work  a  trustworthy  substitute. 


MORLAND  ON  RETENTION  IN  THE  BLOOD  OF 
THE  ELEMENTS  OF  THE  URINARY  SECRE- 
TION.    1  vol.  Svo.,  extra  cloth.     75  cents. 

BLOOD  AND    URINE  (MANUALS  ON).     By   J.  W. 


Griffth,  G.  0.  Reese,  and  A.  Markwtck.     1  vol. 
12mo.,  extra  cloth,  with  plates,     pp.  460.     $1  25. 
BUDD  ON  DISEASES  OF  THE  LIVER.  Third  edition. 
1  vol.  Svo.,  extra  cloth,  with  four  beautifully  colored 
plates,  and  numerous  wood-cuts.     pp.  500.    $1  00. 


TONES  (C.  HANDFIELD),  M.  D., 

*J  Physician  to  St.  Mary's  Hospital,  &c. 

CLINICAL    OBSERVATIONS 

DISORDERS.     Second  American  Edition, 
extra  cloth,  $3  25.     (Just  Issued.) 

Taken  as  a  whole,  the  work  before  us  furnishes  a  | 
short  but  reliable  account  of  the  pathology  and  treat- 
ment of  a  class  of  very  common  but  certainly  highly 
obscure  disorders.  The  advanced  student  will  find  it 
a  rich  mine  of  valuable  facts,  while  the  medical  prac- 
titioner will  derive  from  it  many  a  suggestive  hint  to 
aid  him  in  the  diagnosis  of  "nervous  cases,"  and  in 
determining  the  true  indications  for  their  ameliora- 
tion or  cure. — Amer.  Joum.  Med.  Sci.,  Jan.  1S67. 


ON    FUNCTIONAL   NERVOUS 

In  one  handsome  octavo  volume  of  348  pages, 

We  must  cordially  recommend  it  to  the  profession 
of  this  country  as  supplying,  in  a  great  measure,  a 
deficiency  which  exists  in  the  medical  literature  of 
the  English  language. — New  York  Med.  Joum.,  April, 
1S67. 

The  volume  is  a  most  admirable  one — full  of  hints 
and  practical  suggestions.  —  Canada  Med.  Journal, 
April,  1867. 


HARRISON'S  ESSAY  TOWARDS  A  CORRECT 
THEORY  OF  THE  NERVOUS  SYSTEM.  In  one 
octavo  volume  of  292  pp.     $1  50. 

SOLLY  ON  THE  HUMAN  BRAIN  ;  its  Structure,  Phy- 
siology, and  Diseases.  From  the  Second  and  much 
enlarged  London  edition.  In  one  octavo  volume  of 
500 pages,  with  120 wood-cuts;  extra   cloth.    $2  50. 


BUCKNILL  AND  TUKE'S  MANUAL  OF  PSYCHO- 
LOGICAL MEDICINE;  containing  the  History, 
Nosology,  Description,  Statistics,  Diagnosis,  Patho- 
logy, and  Treatment  of  Insanity.  With  a  Plate. 
In  one  handsome  octavo  volume,  of  536  pages,  extra 
cloth.     $1  25. 


s 


LADE  {D.  D.),  M.D. 

DIPHTHERIA ;  its  Nature  and  Treatment,  with  an  account  of  the  His- 
tory of  its  Prevalence  in  various  Countries.  Second  and  revised  edition.  In  one  neat 
royal  12mo.  volume,  extra  cloth.     $1  25.     (Just  issued.) 


SMITH  ON  CONSUMPTION  ;  ITS  EARLY  AND  RE- 
MEDIABLE STAGES.  In  one  neat  octavo  volume 
of  254  pages,  extra  cloth.    $2  25. 

SALTER  ON  ASTHMA  ;  its  Pathology,  Causes,  Con- 
sequences, and  Treatment.  In  one  volume  octavo, 
extra  cloth.     $2  50. 

BUCKLER  ON  FIBRO-BRONCHITIS  AND  RHEU- 
MATIC PNEUMONIA.  In  one  octavo  vol.,  extra 
cloth,  pp.  150.     $1  25. 

FISKE  FUND  PRIZE  ESSAYS.— LEE  ON  THE  EF- 
FECTS OF  CLIMATE  ON  TUBERCULOUS  DIS- 
EASE.    AND  WARREN  ON  THE  INFLUENCE  OF 


PREGNANCY  ON  THE  DEVELOPMENT  OF  TU- 
BERCLES. Together  in  one  neat  octavo  volume 
extra  cloth,     $1  00. 

HUGHES'  CLINICAL  INTRODUCTION  TO  AUS- 
CULTATION AND  OTHER  MODES  OF  PHYSICAL 
DIAGNOSIS.  Second  edition.  One  volume  royal 
12mo.,  extra  cloth,  pp.  304.     $1  25. 

WALSHE'S  PRACTICAL  TREATISE  ON  THE  PIS- 
EASES  OF  THE  HEART  AND  GREAT  VESSELS. 
Third  American,  from  the  third  revised  and  much 
enlarged  London  edition.  In  one  handsome  octavo 
volume  of  420  pages,  extra  cloth.    $3  00. 


L 


TONS  {ROBERT  D.),  K.  G.  G. 

A  TREATISE  ON  FEVER;  or,  Selections  from  a  Course  of  Lectures 

on  Fever.    Being  part  of  a  Course  of  Theory  and  Practice  of  Medicine.    In  one  neat  octavo 
volume,  of  362  pages,  extra  cloth.     $2  25. 


CLYMER  ON  FEVERS;  THEIR  DIAGNOSIS,  Pa- 
thology and  Treatment.  In  one  octavo  volume 
of  600  pages,  leather.     $1  75. 

TODD'S  CLINICAL  LECTURES  ON  CERTAIN  ACUTE 
Diseases.  In  one  neat  octavo  volume,  of  320  pages, 
extra  cloth.     $2  50 

LA  ROCHE  ON  YELLOW  FEVER,  considered  in  its 
Historical,  Pathological,  Etiological,  and  Therapeu- 
tical Relations.  Including  a  Sketch  of  the  Disease 
as  it  has  occurred  in  Philadelphia  from  1699  to  1S54, 


with  an  examination  of  the  connections  between  it 
and  the  fevers  known  under  the  same  name  in  other 
parts  of  temperate  as  well  as  in  tropical  regions.^ 
In  two  large  and  handsome  octavo  volumes,  of 
nearly  1500  pages,  extra  cloth,  $7  00. 
LA  ROCHE  ON  PNEUMONIA  ;  its  Supposed  Connec- 
tion, Pathological,  and.  Etiological,  with  Autumnal 
Fevers,  including  an  Inquiry  into  the  Existence  and 
Morbid  Agency  of  Malaria.  In  one  handsome  oc- 
tavo volume,  extra  cloth,  of  500  pages.    Price  $3  00. 


Henry  C.  Lea's  Publications — (  Venereal  Diseases,  etc.).  1 9 

TDUMSTEAD  {FREEMAN  J.),  M.D., 

-*-*        Professor  of  Venereal  Di.iea.ies  at  the  Col.  of  Phys.  and  Surg.,  New  Yuri:,  Ac. 

THE   PATHOLOGY  AND   TREATMENT   OF   VEX ERE AL  LIS- 

EASES.  Including  the  results  of  recent  investigations  upon  the  subject.  A  new  and  re- 
rised  edition,  with  illustrations.  In  one  large  and  handsome  octavo  volume  of  640  pages, 
extra  cloth,  $5  00.      (Lately  Issued.) 

which  has  long  been  felt  in  English  medical  )it°ratnre. 
— Brit,  and  Foreign  Me&.-Chirv/rg,  Uevtevo,  Jan.,  '65. 
We  have  not  met  with  any  which  so  highly  ra.t-r:ts 
our  approval  and  praise  as  the  second  edition  of  I'r. 
Bumstead'swork. — Glasgow  Med.  Journal,  <>• 

We  know  of  no  treatise  in  any  language  which  is 
its  equal  in  point  of  completeness  and  practical  sim- 
plicity.—  Boston  Medical  and  Surgical  Journal, 
Jan.  30,  1864. 

The  book  is  one  which  every  practitioner  should 
have  in  his  possession,  and,  we  may  farther  say,  the 
only  book  upon  the  subject  which  he  should  acknow- 
ledge as  competent  authority. — Buffalo  Medical  a.nd 
Surgical  Journal,  July,  1S64. 

The  best  work  with  which  we  are  acquainted,  and 
the  most  convenient  hand-book  for  the  busy  practi- 
tioner.— Cincinnati  Lancet,  July,  1864. 


Well  known  as  one  of  the  best  authorities  of  the 
present  day  on  the  subject. — British  and  For.  Med.- 
Chirurg.  Review,  April,  1866. 

A  regular  store-house  of  special  information. — 
London  Lancet,  Feb.  24,  1866. 

A  remarkably  clear  and  full  systematic  treatise  on 
the  whole  subject. — Lond.  Med.  Times  and  Gazette. 

The  best,  complelest,  fullest  monograph  on  this 
subject  in  our  language. — Br  itish  American  Journal. 

Indispensable  in  a  medical  library. — Pacific  Med. 
and  Surg.  Journal. 

We  have  no  doubt  that  it  will  supersede  in  America 
every  other  treatise  on  Venereal. — San  Francisco 
Med.  Press,  Oct.  1S64. 

A  perfect  compilation  of  all  that  is  worth  knowing 
on  venereal  diseases  in  general.     It  fills  up  a  gap 


~DUMSTEAD  {FREEMAN  J.). 

J~r       Professor  of  Venereal  Diseases  in  the  Co 


(1ULLERIER  {A.),  and 

^  Surgeon  to  the  Hdpital  du  Midi.  -*--*       Professor  of  Venereal  Diseases  in  the  College  of 

Physicians  and  Surgeons,  N.  Y. 

AN    ATLAS    OF    VENEREAL    DISEASES.      Translated   and    Edited    by 

F,reeman  J.  Bumstead.     In  one  large  imperial  4to.  volume  of  328  pages,  double-columns, 
with  26  plates,  containing  about  150  figures,  beautifully  colored,  many  of  them  the  size  of 
life;  strongly  bound  in  extra  cloth,  $17  00;  also,  in  five  parts,  stout  wrappers  for  mailing,  at 
$3  per  part.      (Just  Ready.) 
As  the  successor  of  Ricord  in  the  great  Venereal  Hospital  of  Paris,  M.  Cullerier  has  enjoyed 
special  advantages  for  the  present  undertaking,  and  bis  series  of  illustrations,  though  only  recently 
finished,  is  already  recognized  as  the  most  complete  and  comprehensive  that  has  yet  appeared  on 
this  subject.    In  reproducing  these  plates  every  care  has  been  had  to  preserve  their  artistic  finish 
and  accuracy,  and  they  are  confidently  presented  as  equal  to  anything  that  has  yet  been  produced 
in  this  country.    The  reputation  of  Dr.  Bumstead  as  a  writer  and  syphilographer  is  too  well  known 
to  require  other  guarantee  for  the  fidelity  of  the  translation  or  the  value  of  the  additions  introduced. 
Anticipating  a  very  large  sale  for  this  work,  it  is  offered  at  the  very  low  price  of  Three  Dol- 
lars a  Part,  thus  placing  it  within  the  reach  of  all  who  are  interested  in  this  department  of  prac- 
tice.    Gentlemen  desiring  early  impressions  of  the  plates  would  do  well  to  order  it  without  delay. 
*:&*  A  specimen  of  the  plates  and  text  sent  free  by  mail,  on  receipt  of  25  cents. 

This  is  a  very  handsome  edition  in  English  of  a 
well-known  and  highly  valued  French  publication. 
That  Dr.  Bumstead,  the  author  of  by  far  the  best  aud 
most  popular  treatise  on  venereal  diseases  in  the 
English  language,  should  think  it  proper  to  translate 
and  edit  this  one,  speaks  more  highly  in  its  favor  than 
anything  that  can  be  said.  It  is  a  judgment  ex  ca- 
thedra. The  translation  is  an  excellent  one.  The 
plates  in  the  first  Part  represent  blenuorrhagia  and 
its  complications,  swelled  testicle,  and  gonorrhoeal 
ophthalmia.  They  are  admirably  and  artistically  ex- 
ecuted. Indeed  they  are  superior  to  any  illustrations 
of  the  kind  hitherto'  executed  in  this  country.  The 
notes  added  by  Dr.  Bumstead  enhance  the  value  of 
the  work.  The  whole  getting-up  of  this  publication 
is  of  rare  excellence,  and  most  creditable  to  all  con- 
cerned.— Am.  Journ.  of  Med.  Sciences,  April,  1S6S. 

A  magnificent  work,  in  the  best  style  of  artistic 
illustration. — Chicago  Med.  Journal,  April,  1S6S. 

We  desire  now  especially  to  call  the  attention  of 
the  profession  to  the  appearance  of  this  magnificent 
work.  The  plates  in  chromo-litbography  are  most 
admirably  executed,  and  compare  very  favorably  iu 
distinctness  and  brilliancy  with  the  originals,  as  we 


know  from  personal  examination.  The  appearance  of 
the  work  in  parts  places  it  within  the  reach  of  all,  and 
when  completed  it  will  be  a  most  valuable  accession 
to  our  literature. — N.  Y.  Med.  Journal,  April,  1S6S. 

This  is  probably  the  handsomest  work  of  its  class 
ever  published  in  this  country. — Boston  Med.  and 
Surg.  Journal,  April  15,  1S6S. 

The  two  parts  thus  published  are  illustrated  by 
plates,  than  which  none  superior  have  been  issued 
from  the  press ;  in  fact,  in  this  couutry,  no  more 
magnificent  work  has  ever  been  published.  Infinite 
credit  is  due  the  publisher  and  translator  that  they 
should  have  placed  before  the  profession,  in  such  a 
style,  so  valuable  a  production. — St.  Louis  Mtd.  Re- 
porter, May,  1S6S. 

This  is  one  of  the  most  elegantly  published  and 
valuable  works  that  have  been  reprinted  and  edited 
in  this  country,  relating  to  the  loathsome,  though  im- 
portant, class  of  venereal  diseases.  The  author  and 
editor  are  alike  -men  of  experience  and  eminent  abi- 
lity; and  we  freely  commend  the  product  of  their 
labors  to  the  general  patronage  of  the  profession. — 
Chicago  Med.  Examiner,  May,  1S68. 


ALLEMAND  AND   WILSON. 

A   PRACTICAL  TREATISE    ON    THE    CAUSES,    SYMPTOMS. 

AND   TREATMENT   OF   SPERMATORRHEA.     By  M.  Lallemand.     Translated  and" 

edited  by  Henry  J.  McDougall.     Fifth  American  edition.     To  which  is  added ON 

DISEASES  OF  THE  VESICULiE  SEMINALES,  and  their  associated  organs.  With 
special  reference  to  the  Morbid  Secretions  of  the  Prostatic  and  Urethral  Mucous  Membrane. 
By  Mauris  Wilson,  M.D.    In  one  neat  octavo  volume,  of  about  400  pp.,  extra  cloth.  £2  75. 


H' 


ILL  [BERKELEY], 

Surgeon  to  the  Lock  Hospital,  London. 

ON  SYPHILIS  AND  LOCAL  CONTAGIOUS   DISORDERS.     In 

one  handsome  octavo  volume.     (Nearly  Ready.) 
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Henry  C.  Lea's  Publications — {Diseases  of  the  Skin). 


jyiLSON  ( ERASM  US ) ,  F.  R.  S., 

ON  DISEASES  OF  THE  SKIN".     With  Illustrations  on  wood.    Sev- 

enth  American,  from  the  sixth  and  enlarged  English  edition.     In  one  large  octavo  volume 
of  over  800  pages,  $5.      (Now  Ready.) 

A  SERIES  OF  PLATES  ILLUSTRATING  "WILSON  ON  DIS- 
EASES OP  THE  SKIN;"  consisting  of  twenty  beautifully  executed  plates,  of  which  thir- 
teen are  exquisitely  colored,  presenting  the  Normal  Anatomy  and  Pathology  of  the  Skin, 
and  embracing  accurate  representations  of  about  one  hundred  varieties  of  disease,  most  of 
them  the  size  of  nature.  Price,  in  extra  cloth,  $5  50. 
Also,  the  Text  and  Plates,  bound  in  one  handsome  volume.     Extra  cloth,  $10. 

From  the  Preface  to  the  Sixth  English  Edition. 
The  present  edition  has  been  carefully  revised,  in  many  parts  rewritten,  and  our  attention  has 
been  specially  directed  to  the  practical  application  and  improvements  of  treatment.  And,  in 
conclusion,  we  venture  to  remark  that  if  an  acute  and  friendly  critic  should  discover  any  differ- 
ence between  our  present  opinions  and  those  announced  in  former  editions,  we  have  only  to  ob« 
serve  that  science  and  knowledge  are  progressive,  and  that  we  have  done  our  best  to  move  onward 
with  the  times.  - 

The  industry  and  care  with  which  the  author  has  revised  the  present  edition  are  shown  by  the 
fact  that  the  volume  has  been  enlarged  by  more  than  a  hundred  pages.  In  its  present  improved 
form  it  will  therefore  doubtless  retain  the  position  which  it  has  acquired  as  a  standard  and  classical 
authority,  while  at  the  same  time  it  has  additional  claims  on  the  attention  of  the  profession  as 
the  latest  and  most  complete  work  on  the  subject  in  the  English  language. 

Such  a  work  as  the  one  before  us  is  a  most  capital 
and  acceptable  help.  Mr.  Wilson  has  long  been  held 
as  high  authority  in  this  department  of  medicine,  and 
his  book  on  diseases  of  the  skin  has  long  been  re- 
garded as  one  of  the  best  text-books  extant  on  the 


subject.  The  present  edition  is  carefully  prepared, 
and  brought  up  in  its  revision  to  the  present  time.  In 
this  edition  we  have  also  included  the  beautiful  series 
of  plates  illustrative  of  the  text,  and  in  the  last  edi- 
tion published  separately.  There  are  twenty  of  these 
plates,  nearly  all  of  them  colored  to  nature,  and  ex- 
hibiting with  great  fidelity  the  various  groups  of 
diseases  treated  of  in  the  body  of  the  work. — Cin- 
cinnati Lancet,  June,  1863. 

No  one  treating  skin  diseases  should  be  without 
a  copy  of  this  standard  work. —  Canada  Lancet. 
August,  1863. 

\Y  THE  SAME  AUTHOR.  — 


B 


We  can  safely  recommend  it  to  the  profession  as 
the  best  work  on  the  subject  now  in  existence  in 
the  English  language. — Medical  Times  and  Gazette. 

Mr.  Wilson's  volume  is  an  excellent  digest  of  the 
actual  amount  of  knowledge  of  cutaneous  diseases ; 
it  includes  almost  every  fact  or  opinion  of  importance 
connected  with  the  anatomy  and  pathology  of  the 
skin. — British  and  Foreign  Medical  Review. 

These  plates  are  very  accurate,  and  are  executed 
with  an  elegance  and  taste  which  are  highly  creditable 
to  the  artistic  skill  of  the  American  artist  who  executed 
them. — St.  Louis  Med.  Journal. 

The  drawings  are  very  perfect,  and  the  finish  and 
coloring  artistic  and  correct ;  the  volume  is  an  indis- 
pensable companion  to  the  book  it  illustrates  and 
completes. — Charleston  Medical  Journal. 


THE  STUDENT'S  BOOK  OF  CUTANEOUS  MEDICINE  and  Dis- 
eases of  the  skin.    In  one  very  handsome  royal  12mo.  volume.   $3  50.    (Lately  Issued.) 
Dr  THE  SAME  AUTHOR.  

HEALTHY  SKIN;   a  Popular  Treatise  on  the  Skin  and  Hair,  their 

Preservation  and  Management.     One  vol.  12mo.,  pp.  291,  with  illustrations,  cloth.     $1  00. 

piELIGAN  {J.  MOORE),  M.D.,  M.R.I. A., 

A    PRACTICAL    TREATISE    ON    DISEASES    OF    THE    SKIN. 

Fifth  American,  from  the  second  and  enlarged  Dublin  edition  by  T.  W.  Belcher,  M.  D. 
In  one  neat  royal  12mo.  volume  of  462  pages,  extra  cloth.     $2  25.     (Just  Issued.) 
Of  the  remainder  of  the  work  we  have  nothing  be- 
yond unqualified  commendation  to  offer.     It  is  so  far 
the  most  complete  one  of  its  size  that  has  appeared, 


and  for  the  student  there  can  be  none  which  can  com' 
pare  with  it  in  practical  value.  All  the  late  disco- 
veries in  Dermatology  have  been  duly  noticed,  and 
their  value  justly  estimated  ;  in  a  word,  the  work  is 
fully  up  to  the  times,  and  is  thoroughly  stocked  with 

most  valuable  information. — New  York  Med.  Record,  ,by  the  student. — Chicago  Med.  Journal,  Dec.  1866. 
Jan.  15,  1867. 

Y  THE  SAME  AUTHOR. 


This  instructive  little  volume  appears  once  more. 
Since  the  death  of  its  distinguished  author,  the  study 
of  skin  diseases  has  been  considerably  advanced,  and 
the  results  of  these  investigations  have  been  added 
by  the  present  editor  to  the  original  work  of  Dr.  Neli- 
gan.  This,  however,  has  not  so  far  increased  its  bulk 
as  to  destroy  its  reputation  as  the  most  convenient 
manual  of  diseases  of  the  skin  that  can  be  procured 


£ 


disease 

The  diagnosis  of  eruptive  disease,  however,  under 
all  circumstances,  is  very  difficult.  Nevertheless, 
Dr.  Neligan  has  certainly,  "as  far  as  possible,"  given 
a  faithful  and  accurate  representation  of  this  class  of 
diseases,  and  there  can  he  no  doubt  that  these  plates 
will  be  of  great  use  to  the  student  and  practitioner  in 
drawing  a  diagnosis  as  to  the  class,  order,  and  species 
to  which  the  particular  case  may  belong.  While 
looking  over  the  "Atlas"  we  have  been  induced  to 
examine  also  the  "Practical  Treatise,"  and  we  are 


ATLAS   OF   CUTANEOUS   DISEASES.     In  one  beautiful  quarto 

volume,  with  exquisitely  colored  plates,  &o.,  presenting  about  one  hundred  varieties  of 
Extra  cloth,  $5  50. 

inclined  to  consider  it  a  very  superior  work,  com- 
bining accurate  verbal  description  with  sound  views 
of  the  pathology  and  treatment  of  eruptive  diseases. 
—  Glasgow  Med.  Journal. 

A  compend  which  will  very  much  aid  the  practi- 
tioner in  this  difficult  branch  of  diagnosis.  Taken 
with  the  beautiful  plates  of  the  Atlas,  which  are  re- 
ma.rkable  for  their  accuracy  and  beauty  of  coloring, 
it  constitutes  a  very  valuable  addition  to  the  library 
of  a  practical  man. — Buffalo  Med.  Journal. 


TJILLIER  {THOMAS),  M.D., 

-*■-*-  Physician  to  the  Skin  Department  of  University  College  Hospital,  &c. 

HAND-BOOK  OF  SKIN  DISEASES,  for  Students  and  Practitioners. 

In  one  neat  royal  12mo.  volume  of  about  300  pages,  with  two  plates ;  extra  cloth,  $2  25. 
(Just  Issued.) 


Henry  C.  Lea's  Publications — (Diseases  of  Children). 
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fjONDIE  [D.  FRANCIS),  M.  D. 


A  PRACTICAL  TREATISE  ON  THE  DISEASES  OF  CHILDREN. 

Sixth  edition,  revised  and  augmented.     In  one  large  octavo  volume  of  nearly  800  closely- 
printed  pages,  extra  cloth,  $5  25;  leather,  $6  25.       {Now  Ready.) 
From  the  Author's  Preface. 
In  preparing  for  the  press  this  sixth  edition  of  his  trentise  on  the  Diseases  of  Children,  the  great 
aim  of  the  author  has  heen  to  present  a  complete  and  faithful  exposition  of  the  pathology  and 
therapeutics  of  the  maladies  incident  to  the  earlier  stages  of  existence.     The   entire  work  has 
undergone  a  careful  and  thorough  revision  ;  while  in  the  different  sections  has  been  incorporated 
every  important  observation  in  reference  to  the  diseases  of  which  they  treat,  that  has  been  re- 
corded since  the  appearance  of  the  last  edition.     Every  effort  has  been  made,  and  every  available 
source  of  information  sought  after,  to  render  the  treatise  a  reliable  and  useful  guide  to  the  actual 
state  of  medical  knowledge  in  reference  to  all  those  diseases  which  either  exclusively  or  most  usu- 
ally occur  between  birth  and  puberty — diseases  which  form,  in  some  degree,  a  class  apart  from 
those  of  the  adult — and  demand  for  their  cure  a  particular  plan  of  treatment. 

Dr.  Condie  has  been  one  of  those  who  have  per-j  days  by  wandering  through  its  pages,  and  at  the  same 


formed  such  a  service  satisfactorily,  and,  as  a  result, 
Ms  popular,  comprehensive,  and  practical  work  has 
received  that  high  compliment  of  approval  on  the 
part  of  his  brethren,  which  several  editions  incontes- 
tably  set  forth.  The  present  edition,  which  is  the 
sixth,  is  fully  up  to  the  times  in  the  discussion  of  all 


time  to  be  able  to  recommend  it  to  the  youngest  mem- 
bers of  the  profession,  as  well  as  to  those  who  have 
the  older  editions  on  their  shelves. — St.  Louis  Mvi. 
Reporter,  Feb.  15,  186S. 

The  work  of  Dr.  Condie  is  unquestionably  a  very 


those  points  in  the  pathology  and  treatment  of  infan-  I  able  one-  ,  u  is  practical  in  its  character,  as  its  title 
tile  diseases  which  have  been  brought  forward  by  the  i  imports;  hut  the  practical  precepts  recommended  in 


German  and  French  teachers.  As  a  whole,  however, 
the  work  is  the  best  American  one  that  we  have,  and 
in  its  special  adaptation  to  American  practitioners  it 
certainly  has  no  equal. — New  York  Med.  Record, 
March  2,  1S68. 
No  other  treatise  on  this  subject  is  better  adapted 


it  are  based,  as  all  practice  should  be,  upon  a  familiar 
knowledge  of  disease.  The  opportunities  of  Dr.  Con- 
die for  the  practical  study  of  the  diseases  of  children 
have  been  great,  and  his  work  is  a  proof  that  they  have 
not  heen  thrown  away.  He  has  read  much,  but  ob- 
served more  ;  and  we  think  that  we  may  safely  say 
that  the  American  student  cannot  find,  in  his  own 


!^^^^!SJ^i^n;-?!;^^le,^™0?£fl°°<!:  i  language,  a  better  hook  upon  the  subject  of  which  it 

treats. — Am.  Journal  Medical  Sciences. 

"We  pronounced  the  first  edition  to  be  the  best  work 
on  the  diseases  of  children  in  the  English  language, 
and,  notwithstanding  all  that  has  been  published,  we 
still  regard  it  in  that  light. — Medical  Examiner. 


before  his  countrymen  as  one  peculiarly  pre-eminent 
in  this  department  of  medicine.  His  work  has  been 
so  long  a  standard  for  practitioners  aud  medical  stu- 
dents that  we  do  no  more  now  than  refer  to  the  fact 
that  it  has  reached  its  sixth  edition.  We  are  glad 
once  more  to  refresh  the  impressions  of  our  earlier 


&3IITH{J.  LEWIS),  M.  D., 

^P  Professor  of  Morbid  Anatomy  in  the  Bellevue  Hospital  Med.  College,  N.  Y. 

A  COMPLETE  PRACTICAL  TREATISE  ON  THE  DISEASES  OF 

CHILDREN.  In  one  large  octavo  volume  of  about  650  pages.  {Nearly  Ready.) 
The  object  of  the  author  has  been  to  present  within  a  moderate  compass  a  complete  but  concise 
account  of  the  pathology  and  therapeutics  of  the  diseases  incident  to  infancy  and  childhood,  as 
viewed  from  the  standpoint  of  the  most  advanced  condition  of  medical  science.  The  unusual 
opportunities  which  he  has  enjoyed  of  clinical  observation  in  public  and  private  practice  cannot 
fail  to  render  the  work  one  of  great  practical  value. 


JXTEST  {CHARLES),  M.D., 

'  '  Physician  to  the  Hospital  for  Sick  Oliildren,  &c. 

LECTURES  ON   THE   DISEASES   OF  INFANCY  AND  CHILD- 

HOOD.  Fourth  American  from  the  fifth  revised  and  enlarged  English  edition.  In  one 
large  and  handsome  octavo  volume  of  656  closely-printed  pages.  Extra  cloth,  §4  50; 
leather,  $5  50.     {Just  issued.) 


Of  all  the  English  writers  on  the  diseases  of  chil- 
dren, there  is  no  one  so  entirely  satisfactory  to  us  as 
Dr.  West.  For  years  we  have  held  his  opinion  as 
judicial,  and  have  regarded  him  as  one  of  the  highest 
living  authorities  in  the  difficult  department  of  medi- 
cal science  in  which  he  is  most  widely  known.  His 
writings  are  characterized  by  a  sound,  practical  com- 
mon sense,  at  the  same  time  that  they  bear  the  marks 
of  the  most  laborious  study  and  investigation.  We 
commend  it  to  all  as  a  most  reliable  adviser  on  many 
occasions  when  many  treatises  on  the  same  subjects 
will  utterly  fail  to  help  us.  It  is  supplied  with  a  very 
copious  general  index,  and  a  special  index  to  the  for- 
mulie  scattered  throughout  the  work. — Boston  Med. 
and  Surg.  Journal,  April  26,  1S66. 

Dr.  West's  volume  is,  in  our  opinion,  incomparably 
the  best  authority  upon  the  maladies  of  children 
that  the  practitioner  can  consult.  Withal,  too — a 
minor  matter,  truly,  but  still  not  one  that  should  be 
neglected — Dr.  West's  composition  possesses  a  pecu- 
liar charm,  beauty  and  clearness  of  expression,  thus 


affording  the  reader  much  pleasure,  even  independeii 
of  that  which  arises  from  the  acquisition  of  valuable 
truths. — Cincinnati  Jour,  of  Medicine,  March,  1566. 

We  have  long  regarded  it  as  the  most  scientific  and 
practical  book  on  disease*  of  children  which  has  yet 
appeared  iu  this  country. — Buffalo  Medical  Journal. 

Dr.  West's  book  is  the  best  that  has  ever  been 
written  in  the  English  language  oa  the  diseases  of 
infancy  and  childhood. — Columbus  Review  of  Med. 
and  Surgery. 

There  is  no  part  of  the  volume,  no  subject  on  which 
it  treats  which  does  not  exhibit  the  keen  perception, 
the  clear  judgment,  and  the  sound  reasoning  of  the 
author.  It  will  be  found  a  most  useful  guide  to  the 
young  practitioner,  directing  him  in  his  management 
of  children's  diseases  in  the  clearest  possible  manner, 
and  enlightening  him  on  many  a  dubious  pathological 
point,  while  the  older  one  will  find  iu  it  many  a  sug- 
gestion and  practical  hint  of  great  value. — Brit.  Am. 
Med.  Journal. 


D 


EWEES  [WILLIAM  P.),  31. D., 

Late  Professor  of  Midwifery,  &c,  in  the  University  of  Pennsylvania,  &c. 

A  TREATISE  ON  THE  PHYSICAL-  AND  MEDICAL  TREAT- 
MENT OP  CHILDREN.  Eleventh  edition,  with  the  author's  last  improvements  and  cor- 
rections.    In  one  octavo  volume  of  548  pages.     $2  80. 
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Henry  C.  Lea's  Publications — (Diseases  of  Women). 


fTIlOMAS  (T.  GAILLARD\M.D., 

-*-  Professor  of  Obstetrics,  &c  in  the  College  of  Physicians  and  Surgeons,  N.  T.,  &c. 

A  PRACTICAL  TREATISE  ON  THE  DISEASES  OF  WOMEN.     In 

one  large  and  handsome  octavo  volume  of  over  600  pages,  with  219  illustrations,  extra 
cloth,  $5;  leather,  $6.      (Now  Ready.) 

From  the  Preface. 
"  This  work  was  undertaken  with  the  conviction  that  a  treatise,  such  as  that  which  the  Author 
has  aimed  to  prepare,  was  needed  as  a  text-book  for  the  American  student,  and  as  a  book  of 
reference  for  the  busy  practitioner. 

"  No  department  of  medicine  has  made  greater  advances  within  the  last  few  years  than  Gyne- 
cology ;  yet  the  record  of  its  progress  is,  for  the  most  part,  to  be  found  only  in  special  monographs, 
journals,  transactions  of  societies,  &c,  and  is  thus  inaccessible  to  the  mass  of  the  profession  in 
this  country.  It  has,  therefore,  seemed  to  the  author  that  a  volume  which  should,  within  a 
limited  space,  present  the  latest  aspect  of  the  subject  in  a  systematic  form,  could  scarcely  fail  to 
prove  useful,  while  his  position  for  the  last  thirteen  years  as  a  teacher  in  this  department  has 
encouraged  him,  in  the  hope  that  his  familiarity  with  the  needs  of  the  student  may,  to  some  extent, 
have  fitted  him  to  undertake  the  task." 


The  best  text-book  for  students,  and  a  perfect  va.de 
mecurn  to  the  gynecologist. — N.  T.  Journal  of  Obstet- 
rics, May,  1868. 

We  have  recently  been  almost  flooded  by  works 
from  American  sources  on  the  allied  subjects  of  ob- 
stetrics and  gynecology.  Nor  has  quantity  alone  been 
the  most  noticeable  feature  connected  with  them,  for 
their  quality  has  invariably  been  of  the  highest.  Dr. 
Thomas's  work  is  no  exception  to  this  rule  ;  it  is  pre- 
eminently sound  and  practical,  evincing  much  re- 
search and  great  clinical  experience.  It  is  further 
illustrated  by  upwards  of  two  hundred  engravings, 
some  of  them  of  great  value. — London  Med.  Times 
and  Gaz.,  April  25,  1868. 

The  book  of  Prof.  Thomas  is  well  calculated  to  do 
away  with  this  latter  objection,  and  to  accomplish 
more  towards  the  establishment  of  a  rational  system 
of  uterine  therapeutics  than  any  other  work  of  its 
size  in  any  language.  We  have  rarely  read  any  trea- 
tise upon  a  medical  topic  that  has  given  us  better 
satisfaction,  or  impressed  us  with  the  fitness  of*an  au- 
thor for  the  proper  performance  of  a  most  responsible 
task.  It  is  perhaps  unnecessary  for  us  to  commend  the 
work  most  heartily  to  every  one  who  is  or  may  he 
liable  to  treat  uterine  diseases. — N.  York  Medical  Re- 
cord, April  lfl,  1868. 

A  work  which  will  certainly  add  to  the  reputation 
of  its  author,  and  come  into  general  use  in  this  coun- 
try as  a  text-book.  The  style  is  exceedingly  clear 
and  concise,  and  the  views  expressed  eminently  prac- 
tical and  scientific. — Quarterly  Journ.  of  Psychol. 
Medicine,  April,  1868. 

The  work  is  concise  and  practical,  avoiding  the  dis- 
cussion of  unsettled  questions,  but  giving  a  judicious 
resume  of  known  facts. — Chicago  Med.  Journal, 
April,  1S68. 

We  are  led  to  believe  that  it  is  the  best  work  that 
has  yet  appeared  on  the  diseases  of  women.  There 
is  about  it  a  precision  and  accuracy,  a  fulness  and. 


completeness,  a  clearness  and  simplicity,  to  be  fouDd 
in  no  other  book  on  the  same  subject  within  our 
knowledge  ;  its  views  on  uterine  pathology  are,  to 
our  mind,  more  consonant  with  reason  and  common 
sense  than  any  other  we  have  seen.  Enjoying  fine 
opportunities  in  an  extensive  field  of  observation,  Dr. 
Thomas,  as  an  author,  has  fully  sustained  his  high 
reputation  as  a  teacher.  We  have' no  hesitation  in 
stroDgly  recommending  it  to  the  profession  as  the  beet 
exposition  yet  published  of  the  subjects  of  which  it 
treats. — Atlanta  Med.  and  Surg.  Journal,  April,  '68. 
In  no  work  with  which  we  are  acquainted,  is  there 
to  be  found  so  full  and  complete  an  exhibit  of  the  im- 
proved means  of  diagnosis  of  the  obscure  subjects  of 
gynecology,  or  of  their  more  enlightened  therapy. 
Did  our  space  permit,  we  should  be  glad  to  go  into  an 
extended  review  of  the  work  before  us,  giving  not 
merely  an  outline  of  the  subjects  treated  of,  but  full 
extracts  from  the  text  itself.  As  it  is,  we  can  only 
recommend  our  readers  to  buy  it,  feeling  convinced 
they  will  be  amply  repaid  for  the  outlay. — Leaven- 
worth Medical  Herald,  May,  1868. 

Indeed,  we  do  not  know  a  better  study  in  briefer 
space,  not  for  medical  students  merely,  but  for  prac- 
titioners, who  may  really  wish  to  have  light  upon  an 
obscure  pathway,  to  be  trained  in  the  thorough  in- 
vestigation of  diseases  peculiar  to  women,  thau  is 
herein  to  be  found. — Western  Journal  of  Medicine, 
May,  1868. 

It  is  a  masterly  risume  of  what  is  known,  by  an 
experienced  and  honest  observer.  The  Profession 
is  indebted  to  Prof.  Thomas  for  thus  tabulating  the 
much  that  has  been  accepted  as  valuable  and  reliable 
in  gynecology,  but  this  is  not  by  any  means  all  the 
merit  of  the  work  ;  we  have  his  ample  experience, 
given  in  his  opinions  on  pathology  and  treatment, 
which  carry  conviction  by  the  confidence  we  feel  that 
they  are  the  candid  opinions  of  an  honest  and  compe- 
tent observer. — Humboldt  Med.  Archives,  April,  1S6S. 


flHURCHILL  {FLEETWOOD),  M.  D.,  M.  R.  I.  A. 

ON  THE  DISEASES    OF  WOMEN;    including  those  of  Pregnancy 

and  Childbed.    A  new  Americanedition,  revised  by  the  Author.    With  Notes  and  Additions, 
by  D.  Francis   Condie,  M.  D., 'author  of  "  A  Practical  Treatise  on  the  Diseases  of  Chil- 
dren."'    With  numerous  illustrations.      In  one  large  and  handsome  octavo  volume  of  768 
pages,  extra  cloth,  $4  00;  leather,  $5  00. 
DI  THE  SAME  AUTHOR.  

ESSAYS  ON  THE  PUERPERAL  FEVER,  AND  OTHER  DIS- 
EASES PECULIAR  TO  WOMEN.  Selected  from  the  writings  of  British  Authors  previ- 
ous to  the  close  of  the  Eighteenth  Century.  In  one  neat  octavo  volume  of  about  450 
pages,  extra  cloth.     $2  50. 


BROWN  ON  SOME  DISEASES  OF  WOMEN  AD- 
MITTING OF  SURGICAL  TREATMENT.  With 
handsome  illustrations.  One  volume  Svo.,  extra 
cloth,  pp.  276.     $1  60. 

ASHWELL'S  PRACTICAL  TREATISE  ON  THE  DIS- 
EASES PECULIAR  TO  WOMEN.  Illustrated  by 
Cases  derived  from  Hospital  and  Private  Practice- 
Third  American,  from  the  Third  and  revised  Lon- 
don edition.  In  one  octavo  volume,  extra  cloth, 
of  52S  pages.     $3  50. 

RIGBY  ON  THE  CONSTITUTIONAL  TREATMENT 
OF  FEMALE  DISEASES.  In  one  neat  royal  12mo. 
volume,  extra  cloth,  of  about  250  pages.     $1  00. 

DEWEES'S  TREATISE  ON  THE  DISEASES   OF  FE- 


MALES. With  illustrations.  Eleventh  Edition, 
with  the  Author's  last  improvements  and  correc- 
tions. In  one  octavo  volume  of  536  pages,  with 
plates,  extra  cloth,  $3  00. 
COLOMBAT  DE  L'ISERE  ON  THE  DISEASES  OF 
FEMALES.  Translated  by  C.  D.  Meigs,  M.  D.  Se- 
cond edition.  In  one  vol.  Svo,  extra  cloth,  with 
numerous  wood-cuts.     pp.  720.     $3  75. 

BENNETT'S  PRACTICAL  TREATISE  ON  INFLAM- 
MATION OF  THE  UTERUS,  ITS  CERVIX  AND 
APPENDAGES,  and  on  its  connection  with  Uterine 
Disease.  Sixth  American,  from  the  fourth  and  re- 
vised English  edition.  1  vol.  8vo.,  of  about  500 
pages,  extra  cloth.     $3  75. 
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TTOI)  GE  [H UGH  L,),  M.D. 
M- 1  Emeritus  Professor  <>f  Obstetrics,  <£■<?.,  in  the  University  of  Penn&yfoia/nia, 

ON  DISEASES  PECULIAR  TO  WOMEN;  including  Displacements 

of  the  Uterus.  With  original  illustrations.  Second  edition,  revised  and  enlarged.  In 
one  beautifully  printed  octavo  volume  of  531  pages,  extra  cloth.  $4  50.  (Now  Ready  ) 
In  the  preparation  of  this  edition  the  author  has  spared  no  pains  to  improve  it  with  the  results 
of  his  observation  and  study  during  the  interval  which  has  elapsed  since  the  first  appearance  of 
the  work.  Considerable  additions  have  thus  been  made  to  it,  which  have  been  partially  accom- 
modated by  an  enlargement  in  the  size  of  the  page,  to  avoid  increasing  unduly  the  bulk  of  the 
volume. 


From  Prof.  W.  H.  Byford,  of  the  Rush  Medical 
College,  Chicago. 

The  book  bears  the  impress  of  a  master  hand,  and 
must,  as  its  predecessor,  prove  acceptable  to  the  pro- 
fession. In  diseases  of  women  Dr.  Hodge  has  estab- 
lished a  school  of  treatment  that  has  become  world- 
wide in  fame. 

Professor  Hodge's  work  is  truly  an  original  one 
from  beginning  to  end,  consequently  no  one  can  pe- 
ruse its  pages  without  learning  something  new.  The 
book,  which  is  by  no  means  a  large  one,  is  divided  into 
two  grand  sections,  so  to  speak:  first,  that  treating  of 
the  nervous  sympathies  of  the  uterus,  and,  secondly, 
that  which  speaks  of  the  mechanical  treatment  of  dis- 
placements of  that  organ.  He  is  disposed,  as  a  non- 
believer  in  the  frequency  of  inflammations   of  the 

~W~EST  [CHARLES),  M.D. 
LECTURES  ON  THE  DISEASES  OF  WOMEN.    Third  American, 

from  the  Third  London  edition.     In  one  neat  octavo  volume  of  about  550  pages,  extra 

cloth.     $3  75;  leather,  $4  75.      (Now  Ready.) 
The  reputation  which  this  volume  has  acquired  as  a  standard  book  of  reference  in  its  depart- 
ment, renders  it  only  necessary  to  say  that  the  present  edition  has  received  a  careful  revision  at 
the  hands  of  the  author,  resulting  in  a  considerable  increase  of  size.     A  few  notices  of  previous 
editions  are  subjoined. 


uterus,  to  take  strong  ground  against  many  of  the 
highest  authorities  in  this  branch  of  medicine,  and 
the  arguments  which  he  offers  in  support  of  his  posi- 
tion are,  to  say  the  least,  well  put.  « nmerons  wood- 
cuts adorn  this  portion  of  the  work,  and  add  incalcu- 
lably to  the  proper  appreciation  of  the  variously 
shaped  instruments  referred  to  by  our  author.  As  a 
contribution  to  tho  study  of  women's  diseases,  it  is  of 
great  value,  and  is  abundantly  able  to  stand  on  its 
own  merits. — N.  Y.  Medical  Record,  Sept.  15,  1868. 

In  this  point  of  view,  the  treatise  of  Professor 
Hodge  will  be  indispensable  to  every  student  in  its 
department.  The  large,  fair  type  and  general  perfec- 
tion of  workmanship  will  render  it  doubly  welcome. 
— Pacific  Med.  and  Surg.  Journal,  Oct.  1S6S. 


The  manner  of  the  author  is  excellent,  his  descrip- 
tions graphic  and  perspicuous,  and  his.  treatment  up 
to  the  level  of  the  time— clear,  precise,  definite,  and 
marked  by  strong  common  sense.  —  Chicago  Med. 
Journal,  Dec.  1861. 

We  cannot  too  highly  recommend  this,  the  second 
edition  of  Dr.  West's  excellent  lectures  on  the  dis- 
eases of  females.  We  know  of  no  other  book  on  this 
subject  from  which  we  have  derived  as  much  pleasure 
and  instruction.  Every  page  gives  evidence  of  the 
honest,  earnest,  and  diligent  searcher  after  truth.  He 
is  not  the  mere  compiler  of  other  men's  ideas,  but  his 
lectures  are  the  result  of  ten  years'  patient  investiga- 
tion in  one  of  the  widest  fields  for  women's  diseases — 
St.  Bartholomew's  Hospital.  As  a  teacher,  Dr.  West 
is  simple  and  earnest  in  his  language,  clear  and  com- 
prehensive in  his  perceptions,  and  logical  in  his  de- 
ductions.— Cincinnati  Lancet,  Jan.  1S62. 

We  return  the  author  our  grateful  thanks  for  the 
vast  amount  of  instruction  he  has  afforded  us.  His 
valuable  treatise  needs  no  eulogy  on  our  part.  His 
graphic  diction  and  truthful  pictures  of  disease  all 
speak  for  themselves. — Medico-Chirurg.  Review. 

Most  justly  esteemed  a  standard  work It 

bears  evidence  of  having  been  carefully  revised,  and 
is  well  worthy  of  the  fame  it  has  already  obtained. 
— Dub.  Med.  Quar.  Jour. 

>r  THE  SAME  AUTHOR.  — 


As  a  writer,  Dr.  West  stands,  in  our  opinion,  se- 
cond only  to  Watson,  the  "Macaulay  of  Medicine;" 
he  possesses  that  happy  faculty  of  clothing  instruc- 
tion in  easy  garments;  combining  pleasure  with 
profit,  he  leads  his  pupils,  in  spite  of  the  ancient  pro- 
verb, along  a  royal  road  to  learning.  His  work  is  one 
which  will  not  satisfy  the  extreme  on  either  side,  but 
it  is  one  that  will  please  the  great  majority  who  are 
seeking  truth,  and  one  that  will  convinae  the  student 
that  he  has  committed  himself  to  a  candid,  safe,  and 
valuable  guide. — iV.  A.  Med.-Chirurg  Review. 

We  must  now  conclude  this  hastily  written  sketch 
with  the  confident  assurance  to  our  readers  that  the 
work  will  well  repay  perusal.  The  conscientious, 
painstaking,  practical  physician  is  apparent  on  every 
page. — N.  Y.  Journal  of  Medicine. 

We  have  to  say  of  it,  briefly  and  decidedly,  that  it 
is  the  best  work  on  the  subject  in  any  language,  and 
that  it  stamps  Dr.  West  as  the  facile  prineeps  of 
British  obstetric  authors. — Edinburgh  Med.  Journal. 

We  gladly  recommend  his  lectures  as  in  the  highest 
degree  instructive  to  all  who  are  interested  in  ob- 
stetric practice. — London.  Lancet. 

We  know  of  no  treatise  of  the  kind  so  complete, 
and  yet  so  compact. — Chicago  Med.  Journal. 


B' 


AN  ENQUIRY  INTO  THE  PATHOLOGICAL  IMPORTANCE  OF 

ULCERATION  OF  THE  OS  UTERI.     In  one  neat  octavo  volume,  extra  cloth.     $1  25. 


M 


EIGS  [CHARLES  D.),  M.  D., 

Late  Professor  of  Obstetrics,  &c.  in  Jefferson  Medical  College,  Philadelphia.. 

WOMAN:   HER  DISEASES  AND  THEIR  REMEDIES. 


A  Series 


of  Lectures  to  his  Class.     Fourth  and  Improved  edition.     In  one  large  and  beautifully 
printed  octavo  volume  of  over  700  pages,  extra  cloth,  $5  00  ;  leather,  $6  00. 
-DY  THE  SAME  AUTHOR.  

ON  THE  NATURE,  SIGNS,  AND  TREATMENT  OF  CHILDBED 

FEVER.     In  a  Series  of  Letters  addressed  to  the  Students  of  his  Class.     In  one  handsome 
octavo  volume  of  365  pages,  extra  cloth.     $2  00. 


s 


IMPSON  (SIR  JAMES  Y.),  M.D. 

CLINICAL  LECTURES  ON  THE  DISEASES  OF  WOMEN.    With 

numerous  illustrations.  In  one  octavo  volume  of  over  500  pages.    Second  edition, preparing. 
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Henry  C.  Lea's  Publications — (Midwifery). 


JJODGE  [HUGH  L.),  M.D., 

Emeritus  Professor  of  Midwifery,  &c.  in  the  University  of  Pennsylvania,  &c. 

THE   PRINCIPLES  AND   PRACTICE   OP   OBSTETRICS.     Illus- 

trated  with  large  lithographic  plates  containing  one  hundred  and  fifty-nine  figures  from 
original  photographs,  and  with  numerous  wood-cuts.  In  one  large  and  beautifully  printed 
quarto  volume  of  550  double-columned  pages,  strongly  bound  in  extra  cloth,  $14.  (Lately 
published. ) 

We  have  examined  Professor  Hodge's  work  -with 
great  satisfaction ;  every  topic  is  elaborated  most 
fully.  The  views  of  the  author  are  comprehensive, 
and  concisely  stated.  The  rules  of  practice  are  judi- 
cious, and  will  enable  the  practitioner  to  meet  every 
emergency  of  obstetric  complication  with  confidence. 
— Chicago  Med.  Journal,  Aug.  1864. 


The  work  of  Dr.  Hodge  is  something  more  than  a 
simple  presentation  of  his  particular  views  in  the  de- 
partment of  Obstetrics ;  it  is  something  more  than  an 
ordinary  treatise  on  midwifery;  it  is,  in  fact,  a  cyclo- 
paedia of  midwifery.  He  has  aimed  to  embody  in  a 
single  volume  the  whole  science  and  art  of  Obstetrics. 
An  elaborate  text  is  combined  with  accurate  and  va- 
ried pictorial  illustrations,  so  that  no  fact  or  principle 
is  left  unstated  or  unexplained. — Am.  Med.  Times, 
Sept.  3,  1S64. 

We  should  like  to  analyze  the  remainder  of  this 
excellent  work,  but  already  has  this  review  extended 
beyond  our  limited  space.  We  cannot  conclude  this 
notice  without  referring  to  the  excellent  finish  of  the 
work.  In  typography  it  is  not  to  be  excelled ;  the 
paper  is  superior  to  what  is  usually  afforded  by  our 
American  cousins,  quite  equal  to  the  best  of  English 
books.  The  engravings  and  lithographs  are  most 
beautifully  executed.  The  work  recommends  itself 
for  its  originality,  and  is  in  every  way  a  most  valu- 
able addition  to  those  on  the  subject  of  obstetrics. — 
Canada  Med.  Journal,  Oct.  1864. 

It  is  very  large,  profusely  and  elegantly  illustrated, 
and  is  fitted  to  take  its  place  near  the  works  of  great 
obstetricians.  Of  the  American  works  on  the  subject 
it  is  decidedly  the  best. — Edirib.  Med.  Jour.,  Dec.  '64. 

#*#  Specimens  of  the  plates  and  letter-press  will  be  forwarded  to  any  address,  free  by  mail, 
on  receipt  of  six  cents  in  postage  stamps. 

rJIANNER  {THOMAS  H),  M.  D., 
ON  THE  SIGNS  AND  DISEASES  OF  PREGNANCY.     First  American 

from  the  Second  and  Enlarged  English  Edition.  With  four  colored  plates  and  illustrations 
on  wood.  In  one  handsome  octavo  volume  of  about  500  pages,  extra  cloth,  $4  25.  (Just 
Issued.) 


More  time  than  we  have  had  at  our  disposal  since 
we  received  the  great  work  of  Dr.  Hodge  is  necessary 
to  do  it  justice.  It  is  undoubtedly  by  far  the  most 
original,  complete,  and  carefully  composed  treatise 
on  the  principles  and  practice  of  Obstetrics  which  has 
ever  been  issued  from  the  American  press. — Pacifia 
Med.  and  Surg.  Journal,  July,  1861. 

We  have  read  Dr.  Hodge's  book  with  great  plea- 
sure, and  have  much  satisfaction  in  expressing  our 
commendation  of  it  as  a  whole.  It  is  certainly  highly 
instructive,  and  in  the  main,  we  believe,  correct.  The 
great  attention  which  the  author  has  devoted  to  the 
mechanism  of  parturition,  taken  along  with  the  con- 
clusions at  which  he  has  arrived,  point,  we  think, 
conclusively  to  the  fact  that,  in  Britain  at  least,  the 
doctrines  of  Naegele  have  been  too  blindly  received. 
— Glasgow  Med.  Journal,  Oct.  1864. 


The  very  thorough  revision  the  work  has  undergone 
has  added  greatly  to  its  practical  value,  and  increased 
materially  its  efficiency  as  a  guide  to  the  student  and 
to  the  young  practitioner. — Am.  Joum.  Med.  Sci., 
April,  1S6S. 

With  the  immense  variety  of  subjects  treated  of 
and  the  ground  which  they  are  made  to  cover,  the  im- 
possibility of  giving  an  extended  review  of  this  truly 
remarkable  work  must  be  apparent.  We  have  not  a 
single  fault  to  find  with  it,  and  most  heartily  com- 
mend it  to  the  careful  study  of  every  physician  who 
would  not  only  always  be  sure  of  his  diagnosis  of 
pregnancy,  but  always  ready  to  treat  all  the  nume- 
rous ailments  that  are,  unfortunately  for  the  civilized 
women  of  to-day,  so  commonly  associated  with  the 
function.— N.  Y.  Med.  Record,  March  16,  1868. 

We  have  much  pleasure  in  calling  the  attention  of 
our  readers  to  the  volume  produced  by  Dr.  Tanner, 
the  second  edition  of  a  work  that  was,  in  its  original 


state  even,  acceptable  to  the  profession.  We  recom- 
mend obstetrical  students,  young  and  old,  to  have 
this  volume  in  their  collections.  It  contains  not  only 
a  fair  statement  of  the  signs,  symptoms,  and  diseases 
of  pregnancy,  but  comprises  in  addition  much  inter- 
esting relative  matter  that  is  not  to  be  found  in  any 
other  work  that  we  can  name. — Edinburgh  Med. 
Journal,  Jan.  186S. 

In  its  treatment  of  the  signs  and  diseases  of  preg- 
nancy it  is  the  most  complete  book  we  know  of, 
abounding  on  every  page  with  matter  valuable  to  the 
general  practitioner. — Cincinnati  Med.  Repertory, 
March,  1S68. 

This  is  a  most  excellent  work,  and  should  be  on  the 
table  or  in  the  library  of  every  practitioner. — Hum- 
boldt Med.  Archives,  Feb.  1868. 

A  valuable  compendium,  enriched  by  his  own  la- 
bors, of  all  that  is  known  on  the  signs  and  diseases  of 
pregnancy. — St.  Louis  Med.  Reporter,  Feb.  15,  1S6S. 


M' 


ONTGOMERY  (W.  F.),  M.D., 

Professor  of  Midwifery  in  the  King's  and  Queen's  College  of  Physicians  in  Ireland. 

AN  EXPOSITION  OF  THE  SIGNS  AND  SYMPTOMS  OF  PREG- 

NANCY.  With  some  other  Papers  on  Subjects  connected  with  Midwifery.  From  the  second 
and  enlarged  English  edition.  With  two  exquisite  colored  plates,  and  numerous  wood-cuts 
In  one  very  handsome  octavo  volume  of  nearly  600  pages,  extra  cloth.     $3  75. 


JUTILLER  {HENRY),  M.D., 


JXL 


Professor  of  Obstetrics  and  Diseases  of  Women  and  Children  in  the  University  of  Louisville. 


PRINCIPLES  AND  PRACTICE  OF  OBSTETRICS,  &c;  including 

the  Treatment  of  Chronic  Inflammation  of  the  Cervix  and  Body  of  the  Uterus  considered 
as  a  frequent  cause  of  Abortion.  With  about  one  hundred  illustrations  on  wood.  In  one 
very  handsome  octavo  volum<e  of  over  600  pages,  extra  cloth.     $3  75. 

RIGBY'S  SYSTEM  OF  MIDWIFERY.  With  Notes  I  DEWEES'S  COMPREHENSIVE  SYSTEM  OF  MID- 
and  Additional  Illustrations.  Second  American  |  WIFERY.  Twelfth  edition,  with  the  author's  last 
edition.  One  volume  octavo,  extra  cloth,  122  pages.  I  improvements  and  corrections.  In  one  octavo  vol- 
$2  50.  |      ume,  extra  cloth,  of  600  pages.    $3  50. 
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JlfEIGS  (CHARLES  D.),  M.D., 

■J-'-L  Lately  Professor  of  Obstetrics,  &c,  in  the  Jefferson  Medical  College,  Philadelphia, 

OBSTETRICS:   THE   SCIENCE   AND  THE   ART.     Fifth   edition, 

revised.     With  one  hundred  and  thirty  illustrations.     In  one  beautifully  printed  octavo 
volume  of  760  large  pages.     Extra  cloth,  $5  50;  leather,  $6  50.      {Just  Issued.) 


The  original  edition  is  already  so  extensively  and 
favorably  known  to  the  profession  that  no  recom- 
mendation is  necessary;  it  is  sufficient  to  say,  the 
pre.seut  edition  is  very  much  extended,  improved, 
and  perfected.  Whilst  the  great  practical  talents  and 
unlimited  experience  of  the  author  render  it  a  most 
valuable  acquisition  to  the  practitioner,  it  is  so  con- 
densed as  to  constitute  a  most  eligible  and  excellent 
text-book  for  the  student. — Southern  Med.  and  Surg. 
Journal,  July,  1867. 

It  is  to  the  student  that  our  author  has  more  par- 
ticularly addressed  himself;  but  to  the  practitioner 
we  believe  it  would  be  equally  serviceable  as  a  book 
of  reference.  No  woi'k  that  we  have  met  with  so 
thoroughly  details  everything  that  falls  to  the  lot  of 
the  accoucheur  to  perform.  Every  detail,  no  matter 
bow  minute  or  how  trivial,  has  found  a  place. — 
Canada  Medical  Journal,  July,  1867. 

This  very  excellent  work  on  the  science  and  art  of 
obstetrics  should  be  in  the  hands  of  every  student  and 


practitioner.  The  rapidity  with  which  t  he  very  large 
editions  have  been  exhausted  is  the  best  test  of  its 
true  merit.  Besides,  it  is  the  production  of  an  Ame- 
rican who  has  probably  had  more  experience  in  this 
branch  than  any  other  living  practitioner  of  the  conn- 
try, — St.  Louis  Med.  and  Surg.  Journal,  Sept.  1867. 

He  has  also  carefully  endeavored  to  be  minute  and 
clear  in  his  details,  with  as  little  reiteration  as  possi- 
ble, and  beautifully  combines  the  relations  of  science 
to  art,  as  far  as  the  different  classifications  will  admit. 
— Detroit  Review  of  Med,,  and,  Pharm.,  Aug.  1867. 

We  now  take  leave  of  Dr.  Meigs.  There  are  many 
other  and  interesting  points  in  his  book  on  which  we 
would  fain  dwell,  but  are  constrained  to  bring  our  ob- 
servations to  a  close.  We  again  heartily  express  our 
approbation  of  the  labors  of  Dr.  Meigs,  extending  over 
many  years,  and  culminating  in  the  work  before  us, 
full  of  practical  hints  for  the  inexperienced,  and  even 
for  those  whose  experience  has  been  considerable. — 
Glasgow  Medical  Journal,  Sept.  1867. 


UAMSBOTHAM  (FRANCIS  H.),  M.D. 

THE  PRINCIPLES  AND  PRACTICE  OF  OBSTETRIC  MEDI- 
CINE AND  SURGERY,  in  reference  to  the  Process  of  Parturition.  A  new  and  enlarged 
edition,  thoroughly  revised  by  the  author.  With  additions  by  W.  V.  Keating,  M.  D., 
Professor  of  Obstetrics,  &c,  in  the  Jefferson  Medical  College,  Philadelphia.  In  one  large 
and  handsome  imperial  octavo  volume  of  650  pages,  strongly  bound  in  leather,  with  raised 
bands;  with  sixty-four  beautiful  plates,  and  numerous  wood-cuts  in  the  text,  containing  in 
all  nearly  200  large  and  beautiful  figures.     $7  00. 

To  the  physician's  library  it  is  indispensable,  while 
to  the  student,  as  a  text-book,  from  which  to  extract 
the  material  for  laying  the  foundation  of  an  education 
on  obstetrical  science,  it  has  no  superior. — Oliio  Med. 
and  Surg.  Journal. 

When  we  call  to  mind  the  toil  we  underwent  in 
acquiring  a  knowledge  of  this  subject,  we  cannot  but 
envy  the  student  of  the  present  day.  the  aid  which 
this  work  will  afford  him. — Am.  Jour,  of  the  Med. 
Sciences. 


We  will.only  add  that  the  student  will  learn  from 
it  all  he  need  to  know,  and  the  practitioner  will  find 
it,  as  a  book  of  reference,  surpassed  by  none  other. — 
Stethoscope. 

The  character  and  merits  of  Dr.  Ramsbotham's 
work  are  so  well  known  and  thoroughly  established, 
that  comment  is  unnecessary  and  praise  superfluous. 
The  illustrations,  which  are  numerous  and  accurate, 
are  executed  in  the  highest  style  of  art.  We  cannot 
too  highly  recommend  the  work  to  our  readers. — St. 
Louie  Med.  and  Surg.  Journal. 


/1HURCHILL  (FLEETWOOD),  M.D.,  M.R.I. A. 
ON  THE  THEORY  AND  PRACTICE  OF  MIDWIFERY.    A  new 

American  from  the  fourth  revised  and  enlarged  London  edition.     With  notes  and  additions 
by  D.  Francis  Condie,  M.  D.,  author  of  a  "Practical  Treatise  on  the  Diseases  of  Chil- 
dren,'1 &c.     With  one  hundred  and  ninety- four  illustrations.     In  one  very  handsome  octavo 
volume  of  nearly  700  large  pages.     Extra  cloth,  $4  00;  leather,  $5  00. 
In  adapting  this  standard  favorite  to  the  wants  of  the  profession  in  the  United  States,  the  editor 
has  endeavored  to  insert  everything  that  his  experience  has  shown  him  would  be  desirable  for  the 
American  student,  including  a  large  number  of  illustrations.     With  the  sanction  of  the  author, 
he  has  added,  in  the  form  of  an  appendix,  some  chapters  from  a  little  "Manual  for  Midwives  and 
Nurses,"  recently  issued  by  Dr.  Churchill,  believing  that  the  details  there  presented  can  hardly 
fail  to  prove  of  advantage  to  the  junior  practitioner.     The  result  of  all  these  additions  is  that  the 
work  now  contains  fully  one-half  more  matter  than  the  last  American  edition,  with  nearly  one- 
half  more  illustrations ;  so  that,  notwithstanding  the  use  of  a  smaller  type,  the  volume  contains 
admost  two  hundred  pages  more  than  before. 

has  been  added  which  could  be  well  dispensed  with. 
An  examination  of  the  table  of  contents  shows  how 
thoroughly  the  author  has  gone  over  the  ground,  and 
the  care  he  has  taken  in  the  text  to  present  the  sub- 
jects in  all  their  bearings,  will  render  this  new  edition 
even  more  necessary  to  the  obstetric  student  than 
were  either  of  the  former  editions  at  the  date  of  their 
appearance.  No  treatise  on  obstetrics  with  which  we 
are  acquainted  can  compare  favorably  with  this,  in 
respect  to  the  amount  of  material  which  has  been 
gathered  from  every  source. — Boston  Mtd.  and  Surg. 
Journal. 

There  is  no  better  text-book  for  students,  or  work 
of  reference  and  study  for  the  practising  physici.-.n 
than  this.  It  should  adorn  and  enrich  every  medical 
library. — Chicago  Med.  Journal. 


These  additions  render  the  work  still  more  com- 
plete and  acceptable  than  ever;  and  with  the  excel- 
lent style  in  which  the  publishers  have  presented 
this  edition  of  Churchill,  we  can  commend  it  to  the 
profession  with  great  cordiality  and  pleasure. — Cin- 
cinnati Lancet. 

Few  works  on  this  branch  of  medical  science  are 
equal  to  it,  certainly  none  excel  it,  whether  in  regard 
to  theory  or  practice,  and  in  one  respect  it  is  superior 
to  all  others,  viz.,  in  its  statistical  information,  and 
therefore,  on  these  grounds  a  most  valuable  work  for 
the  physician,  student,  or  lecturer,  all  of  whom  will 
find  in  it  the  information  which  they  are  seeking. — 
Brit.  Am.  Journal. 

The  present  treatise  is  very  much  enlarged  and 
amplified  beyond  the  previous  editions  but  nothing 
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QROSS  {SAMUEL  D.),  M.D., 

Professor  of  Surgery  in  the  Jefferson  Medical  College  of  Philadelphia. 

A  SYSTEM  OF  SURGERY:    Pathological,  Diagnostic,  Therapeutic, 

and  Operative.    Illustrated  by  upwards  of  Thirteen  Hundred  Engravings.    Fourth  edition, 
carefully  revised,  and  improved.    In  two  large  and  beautifully  printed  royal  octavo  volumes 
of  2200  pages,  strongly  bound  in  leather,  with  raised  bands.     $15  00. 
The  continued  favor,  shown  by  the  exhaustion  of  successive  large  editions  of  this  great  work, 
proves  that  it  has  successfully  supplied  a  want  felt  by  American  practitioners  and  students.    Though 
but  little  over  six  years  have  elapsed  since  its  first  publication,  it  has  already  reached  its  fourth 
edition,  while  the  care  of  the  author  in  its  revision  and  correction  has  kept  it  in  a  constantly  im- 
proved shape.     By  the  use  of  a  close,  though  very  legible  type,   an  unusually  large  amount  of 
matter  is  condensed  in  its  pages,  the  two  volumes  containing  as  much  as  four  or  five  ordinary 
octavos.     This,  combined  with  the  most  careful  mechanical  execution,  and  its  very  durable  binding, 
renders  it  one  of  the  cheapest  works  accessible  to  the  profession.     Every  subject  properly  belonging 
to  the  domain  of  surgery  is  treated  in  detail,  so  that  the  student  who  possesses  this  work  may  be 
said  to  have  in  it  a  surgical  library. 


It  must  long  remain  the  most  comprehensive  work 
on  this  important  part  of  medicine. — Boston  Medical 
and  Surgical  Journal,  March  23,  1865. 

We  have  compared  it  with  most  of  our  standard 
works,  sack  as  those  of  Erichsen,  Miller,  Fevgusson, 
Syme,  and  others,  and  we  must,  in  justice  to  our 
author,  award  it  the  pre-eminence.  As  a  work,  com- 
plete in  almost  every  detail,  no  matter  how  minute 
or  trifling,  and  embracing  every  subject  known  in 
the  principles  and  practice  of  surgery,  we  believe  it 
stands  without  a  rival.  Dr.  Gross,  in  his  preface,  re- 
marks "my  aim  has  been  to  embrace  the  whole  do- 
main of  surgery,  and  to  allot  to  every  subject  its 
legitimate  claim  to  notice;"  and,  we  assure  our 
readers,  he  has  kept  his  word.  It  is  a  work  which 
we  can  most  confidently  recommend  to  our  brethren, 
for  its  utility  is  becoming  the  more  evident  the  longer 
it  is  upon  the  shelves  of  our  library. — Canada  Med. 
Journal,  September,  1865. 

The  first  two  editions  of  Professor  Gross'  System  of 
Surgery  are  so  well  known  to  the  profession,  and  so 
highly  prized,  that  it  would  be  idle  for  us  to  speak  in 
praise  of  this  work. —  Chicago  Medical  Journal, 
September,  1S65. 

We  gladly  indorse  the  favorable  recommendation 
of  the  work,  both  as  regards  matter  and  style,  which 
we  made  when  noticing  its  first  appearance. — British 
and  Foreign  Medico-Chirurgical  Review,  Oct.  1865. 

The  most  complete  work  that  has  yet  issued  from 
the  press  on  the  science  and  practice  of  surgery. — 
London  Lancet. 

This  system  of  surgery  is,  we  predict,  destined  to 
take  a  commanding  position  in  our  surgical  litera- 
ture, and  be  the  crowning  glory  of  the  author's  well 
earned  fame.  As  an  authority  on  general  surgical 
subjects,  this  work  is  long  to  occupy  a  pre-eminent 
place,  not  only  at  home,  but  abroad.  We  have  no 
hesitation  in  pronouncing  it  without  a  rival  in  our 
language,  and  equal  to  the  best  systems  of  surgery  in 
any  language. — N.  Y.  Med.  Journal. 

Not  only  by  far  the  best  text-book  on  the  subject, 
as  a  whole,  within  the  reach  of  American  students, 
but  one  which  will  be  much  more  than  ever  likely 
to  be  resorted  to  and  regarded  as  a  high  authority 
abroad. — Am.  Journal  Med.  Sciences,  Jan.  1865. 

The  work  contains  everything,  minor  and  major, 
operative  and  diagnostic,  including  mensuration  and 
examination,  venereal  diseases,  and  uterine  manipu- 
lations and  operations.  It  is  a  complete  Thesaurus 
of  modern  surgery,  where  the  student  and  practi- 

Df  THE  SAME  AUTHOR.  

A   PRACTICAL    TREATISE    OX   THE    DISEASES,   INJURIES, 

AND  MALFORMATIONS  OF  THE  URINARY  BLADDER,  THE  PROSTATE  GLAND, 
A1SID  THE  URETHRA.  Second  edition,  revised  and  much  enlarged,  with  one  hundred 
and  eighty-four  illustrations.  In  one  large  and  very  handsome  octavo  volume,  of  over  nine 
hundred  pages,  extra  cloth.     $4  00. 


tioner  shall  not  seek  in  vain  for  what  they  desire. — 
San  Francisco  Med.  Press,  Jan.  1865. 

Open  it  where  we  may,  we  find  sound  practical  in- 
formation conveyed  in  plain  language.  This  book  is 
no  mere  provincial  or  even  national  system  of  sur- 
gery, but  a  work  which,  while  very  largely  indebted 
to  the  past,  has  a  strong  claim  on  the  gratitude  of  the 
future  of  surgical  science. — Edinburgh  Med.  Journal, 
Jan.  1865. 

A  glance  at  the  work  is  sufficient  to  show  that  the 
author  and  publisher  have  spared  no  labor  in  making 
it  the  most  complete  "System  of  Surgery"  ever  pub- 
lished in  any  country. — St.  Louis  Med.  and  Surg. 
Journal,  April,  1865. 

The  third  opportunity  is  now  offered  during  our 
editorial  life  to  review,  or  rather  to  indorse  and  re- 
commend this  great  American  work  on  Surgery. 
Upon  this  last  edition  a  great  amount  of  labor  has 
been  expended,  though  to  all  others  except  the  authoi 
the  work  was  regarded  in  its  previoiis  editions  as  so 
full  and  complete  as  to  be  hardly  capable  of  improve- 
ment. Every  chapter  has  been  revised;  the  text  aug- 
mented by  nearly  two  hundred  pages,  and  a  con- 
siderable number  of  wood-cuts  have  been  introduced. 
Many  portions  have  been  entirely  re-written,  and  the 
additions  made  to  the  text  are  principally  of  a  prac 
tical  character.  This  comprehensive  treatise  upon 
surgery  has  undergone  revisions  and  enlargements, 
keeping  pace  with  the  progress  of  the  art  and  science 
of  surgery,  so  that  whoever  is  in  possession  of  this 
work  may  consult  its  pages  upon  any  topic  embraced 
within  the  scope  of  its  department,  and  rest  satisfied 
that  its  teaching  is  fully  up  to  the  present  standard 
of  surgical  knowledge.  It  is  also  so  comprehensive 
that  it  may  truthfully  be  said  to  embrace  all  that  is 
actually  known,  that  is  really  of  any  value  in  the 
diagnosis  and  treatment  of  surgical  diseases  and  acci- 
dents. Wherever  illustration  will  add  clearness  to  the 
subject,  or  make  better  or  more  lasting  impression,  it 
is  not  wanting;  in  this  respect  the  work  is  eminently 
superior. — Buffalo  Med.  Journal,  Dec.  1861. 

A  system  of  surgery  which  we  think  unrivalled  in 
our  language,  and  which  will  indelibly  associate  his 
name  with  surgical  science.  And  what,  in  our  opin- 
ion, enhances  the  value  of  the  work  is  that,  while  the 
practising  surgeon  will  find  all  that  he  requires  in  it, 
it  is  at  the  same  time  one  of  the  most  valuable  trea- 
tises which  can  be  put  into  the  hands  of  the  student 
seeking  to  know  the  principles  and  practice  of  this 
branch  of  the  profession  which  he  designs  subse- 
quently to  follow. — The  Brit.  Am.  Journ.,  Montreal. 


Whoever  will  peruse  the  vast  amount  of  valuable 
practical  information  it  contains  will,  we  think,  agree 
with  us,  that  there  is  no  work  in  the  English  lan- 


guage which  can  make  any  just  pretensions  to  be  its 
equal. — N.  T.  Journal  of  Medicine. 


L>Y  THE  SAME  AUTHOR.  

A  PRACTICAL    TREATISE    ON    FOREIGN    BODIES   IN  THE 

AIR-PASSAGES.       In   one   handsome   octavo  volume,    extra  cloth,    with  illustrations, 
pp.  468.     $2  75. 
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TpRICHSRN  {JOT-IN), 

-*-■'  Professor  of  Surgery  in  University  College,  London. 

THE  SCIENCE  AND  ART  OF  SURGERY;  being  a  Treatise  on  Snr- 

gical  Injuries,  Diseases,  and  Operations.  New  and  improved  American,  from  the  Second 
enlarged  and  carefully  revised  London  edition.  Illustrated  with  over  four  hundred  wood 
engravings.  In  one  large  and  handsome  octavo  volume  of  1000  closely  printed  pages ;  extra 
cloth,  $6;  leather,  raised  bands,  $7. 

We  are  bound  to  state,  and  we  do  so  without  wish-  |  as  one  of  the  very  best,  if  not  the  best  text-book  -of 
lng  to  draw  Invidious  comparisons,  that  the  work  of  surgery  with  which  we  were  acquainted,  permits  us 
Mr.  Erichsen,  in  most  respects,  surpasses  any  that  to  give  it  but  a  passing  notice  totally  unworthy  of  its 
has  preceded  it.  Mr.  Erichsen's  is  a  practical  work,  merits.  It  may  be  confidently  asserted,  that  no  work 
combining  a  due  proportion  of  the  "Science  and  Art  on  the  science  and  art  of  surgery  has  ever  received 
of  Surgery."     Having  derived  no  little  instruction    more  universal  commendation  or  occupied  a  higher 

position  as  a  general  text-book  on  surgery,  than  this 
treatise  of  Professor  Erichsen. — Savannah  Journal  of 
Medicine. 


from  it,  in  many  important  branches  of  surgery,  we 
can  have  no  hesitation  in  recommending  it  as  a  valu- 
able book  alike  to  the  practitioner  and  the  student. 
—  Dublin  Quarterly. 

Gives  a  very  admirable  practical  view  of  the  sci- 
ence and  art  of  surgery. — Edinburgh  Med.  and  Surg. 
Journal. 

We  recommend  it  as  the  best  compendium  of  sur- 
gery in  our  language. — London  Lancet. 

It  is,  we  think,  the  most  valuable  practical  work 
on  surgery  in  existence,  both  for  young  and  old  prac- 
titioners.— Nashville  Med.  and  Surg.  Journal. 


In  fulness  of  practical  detail  and  perspicuity  of 
style,  convenience  of  arrangement  and  soundness  of 
discrimination,  as  well  as  fairness  and  completeness 
of  discussion,  it  is  better  suited  to  the  wants  of  both 
student  and  practitioner  than  any  of  its  predecessors. 
— Am.  Journal  of  Med.  Sciences. 

After  careful  and  frequent  perusals  of  Erichsen's 


surgery,  we  are  at  a  loss  fully  to  express  our  admira- 
tion of  it.    The  author's  style  is  eminently  didactic, 
and  characterized  by  a  most  admirable  directness, 
The  limited  time  we  have  to  review  this  improved  i  clearness,  and  compactness. — Ohio  Med.  and  Surg. 
edition  of  a  work,  the  first  issue  of  which  we  prized    Journal. 


T>Y  THE  SAME  AUTHOR.     (Ready  in  June.) 

ON   RAILWAY,    AND    OTHER    INJURIES   OF    THE    NERVOUS 

SYSTEM.     In  small  octavo  volume.     Extra  cloth,  $1  00. 


We  welcome  this  as  perhaps  the  most  practically 
useful  treatise  written  for  many  a  day. — Medical 
Times. 

It  will  serve  as  a  most  useful  aud  trustworthy  guide 


to  the  profession  in  general,  many  of  whom  may  be 
consulted  in  such  cases;  and  it  will,  no  doubt,  take 
its  place  as  a  text-book  on  the  subject  of  which  it 
treats. — Medical  Press. 


/[TILLER  (JAMES), 

-L'J-  Late  Professor  of  Surgery  in  the  University  of  Edinburgh,  &c. 

PRINCIPLES  OF  SURGERY.     Fourth  American,  from  the  third  and 

revised  Edinburgh  edition.     In  one  large  and  very  beautiful  volume  of  700  pages,  with 
two  hundred  and  forty  illustrations  on  wood,  extra  cloth. 


75. 


B 


Y  THE  SAME  A  UTHOR. 


THE   PRACTICE    OF   SURGERY.     Fourth  American,  from  the  last 

Edinburgh  edition.     Revised  by  the  American  editor.     Illustrated  by  three  hundred  and 

sixty-four  engravings  on  wood.     In  one  large  octavo  volume  of  nearly  700  pages,  extra 

cloth.     $3  75. 

It  is  seldom  that  two  volumes  have  ever  made  so  I  acquired.    The  author  is  an  eminently  sensible,  prac- 

profound  an  impression   in  so   short  a  time   as  the  |  tical,  and  well-informed  man,  who   knows  exactly 

''Principles"  and  the  "Practice"  of  Surgery  by  Mr.     what  he  is  talking  about  and  exactly  how  to  talk  it. 

Miller,  or  so  richly  merited  the  reputation  they  have  |  Kentucky  Medical  Recorder. 


piRRIE  (  WILLIAM),  F.  R.  S.  E., 

-*-  Professor  of  Surgery  in  the  University  of  Aberdeen. 

THE  PRINCIPLES  AND  PRACTICE  OF  SURGERY.    Edited  by 

John  Neill,  M.  D.,  Professor  of  Surgery  in  the  Penna.  Medical  College,  Surgeon  to  the 
Pennsylvania  Hospital,  Ac.  In  one  very  handsome  octavo  volume  of  780  pages,  with  316 
illustrations,  extra  cloth.     $3  75. 


CjARGENT  (F.  W.),  M.  D. 


ON  BANDAGING  AND  OTHER  OPERATIONS  OF  MINOR  SUR- 

GERY.    New  edition,  with  an  additional  chapter  on  Military  Surgery.    One  handsome  royal 
12mo.  volume,  of  nearly  400  pages,  with  184  wood-cuts.     Extra  cloth,  $1  75. 


Exceedingly  convenient  and  valuable  to  all  mem- 
bers of  the  profession. — Chicago  Medical  Examiner, 
May,  1862. 

The  very  best  manual  of  Minor  Surgery  we  have 
seen. — Buffalo  Medical  Journal. 


We  cordially  commend  this  volume  as  one  which 
the  medical  student  should  most  closely  study;  and 
to  the  surgeon  in  practice  it  must  prove  itself  instruet- 
ive  on  many  points  which  he  may  have  forgotten. — 
Brit.  Am.  Journal,  May.  1862. 


MALGAIGNE'S  OPERATIVE  SURGERY.  With  nu- 
merous illustrations  on  wood.  In  one  handsome 
octavo  volume,  extra  cloth,  of  nearly  600  pp.    $2  60. 


SKEY'S  OPERATIVE  SURGERY.  In  OHe  very  hand- 
some octavo  volume,  extra  cloth,  of  over  650  pages, 
with  about  100  wood-cuts.    $3  25. 
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TIRUITT  {ROBERT),  M.R.G.S.,  &c. 


THE  PRINCIPLES  AND  PRACTICE  OE  MODERN  SURGERY. 

A  new  and  revised  American,  from  the  eighth  enlarged  and  improved  London  edition.  Illus- 
trated with  four  hundred  and  thirty -two  wood-engravings.  In  one  very  handsome  octavo 
volume,  of  nearly  700  large  and  closely  printed  pages.    Extra  cloth,  $4  00  ;  leather,  $5  00. 

Besides  the  careful  revision  of  the  author,  this  work  has  had  the  advantage  of  very  thorough 
editing  on  the  part  of  a  competent  surgeon  to  adapt  it  more  completely  to  the  wants  of  the  Ameri- 
can student  and  practitioner.  Many  illustrations  have  been  introduced,  and  every  care  has  been 
taken  to  render  tbe  mechanical  execution  unexceptionable.  At  the  very  low  price  affixed,  it  will 
therefore  be  found  one  of  the  most  attractive  and  useful  volumes  accessible  to  the  American 
practitioner. 


All  that  the  surgical  student  or  practitioner  could 
desire. — Dublin  Quarterly  Journal. 

It  is  a  most  admirable  book.  We  do  not  know 
when  we  have  examined  one  with  more  pleasure.1 — 
Boston  Med.  and  Surg.  Journal. 

In  Mr.  Druitt's  book,  though  containing  only  some 
seven  hundred  pages,  both   the   principles  and  the 


theoretical  surgical  opinions,  no  work  that  we  are  at 
present  acquainted  with  can  at  all  compare  with  it. 
It  is  a  compendium  of  surgical  theory  (if  we  may  use 
the  word)  and  practice  in  itself,  and  well  deserves 
the  estimate  placed  upon  it. — Brit.  Am.  Journal. 

Thus  enlarged  and  improved,  it  will  continue  to 
rank  among  our  best  text-books  on  elementary  sur- 


practice  of  surgery  are  treated,  and  so  clearly  and  j  g^j.— Columbus  Rev.  of  Med.  and  Surg. 
perspicuously,  as  to  elucidate  every  important  topic.  We  must  close  this  brief  notice  of  an  admirable 
The  fact  that  twelve  editions  have  already  been  called  J  work  by  recommending  it  to  the  earnest  attention  of 
for,  in  these  days  of  active  competition,  would  of  every  medical  student. — Charleston  Medical  Journal 
itself  show  it  to  possess  marked  superiority.  We 
have  examined  the  book  most  thoroughly,  and  can 
say  that  this  success  is  well  merited.  His  book, 
moreover,  possesses  the  inestimable  advantages  of 
having  the  subjects  perfectly  well  arranged  and  clas- 
sified, and  of  being  written  in  a  style  at  once  clear 
and  succinct. — Am.  Journal  of  Med.  Sciences. 

Whether  we  view*  Druitt's  Surgery  as  a  guide  to 


operative  procedures,  or  as  representing  the  latest  |  Journal. 


and  Review. 

A  text-book  which  tbe  general  voice  of  the  profes- 
sion in  both  England  and  America  has  commended  as 
one  of  the  most  admirable  "manuals,"  or,  "vade 
mecum"  as  its  English  title  runs,  which  can  be 
placed  in  the  hands  of  the  student.  The  merits  of 
Druitt's  Surgery  are  too  well  known  to  every  one  to 
need  any  further  eulogium  from  us. — Nashville  Med. 


TJAMILTON  {FRANK  H.),  M.D., 

Professor  of  Fractures  and  Dislocations,  &c.  in  Bellevue  Hosp.  Med.  College,  New  York. 

A  PRACTICAL  TREATISE   ON  FRACTURES  AND   DISLOCA- 

TIONS.     Third  edition,  thoroughly  revised.     In  one  large  and  handsome   octavo  volume 
of  777  pages,  with  294  illustrations,  extra  cloth,  $5  75.     (Just  Issued.) 

The  demand  which  has  so  speedily  exhausted  two  large  editions  of  this  work  shows  that  the 
author  has  succeeded  in  supplying  a  want,  felt  by  the  profession  at  large,  of  an  exhaustive  treatise 
on  a  frequent  and  troublesome  class  of  accidents.  The  unanimous  voice  of  the  profession,  abroad 
as  well  as  at  home,  has  pronounced  it  the  most  complete  work  to  which  the  surgeon  can  refer  for 
information  respecting  all  details  of  the  subject.  In  the  preparation  of  this  new  edition,  the 
author  has  sedulously  endeavored  to  render  it  worthy  a  continuance  of  the  favor  which  has  been 
accorded  to  it,  and  the  experience  of  the  recent  war  has  afforded  a  large  amount  of  material  whieh 
he  has  sought  to  turn  to  the  best  practical  account. 


In  fulness  of  detail,  simplicity  of  arrangement,  and 
accuracy  of  description,  this  work  stands  unrivalled. 
So  far  as  we  know,  no  other  work  on  the  subject  in 
the  English  language  can  be  compared  with  it.  While 
congratulating  our  trans-Atlantic  brethren  on  the 
European  reputation  which  Dr.  Hamilton,  along  with 
many  other  American  surgeons,  has  attained,  we  also 
may  be  proud  that,  in  the  mother  tongue,  a  classical 
work  has  been  produced  which  need  not  fear  compa- 
rison with  the  standard  treatises  of  any  other  nation. 
— Edinburgh  Med.  Journal,  Dec.  1866. 

The  credit  of  giving  to  the  profession  the  only  com 
plete  practical  treatise  on  fractures  and  dislocations 
in  our  language  during  the  present  century,  belongs 
to  the  author  of  the  work  before  us,  a  distinguished 


American  professor  of  surgery ;  and  his  book  adds 
one  more  to  the  list  of  excellent  practical  works  which 
have  emanated  from  his  country,  notices  of  which 
have  appeared  from  time  to  time  in  our  columns  du- 
ring the  last  few  months. — London  Lancet,  Dec.  15, 
1866. 

These  additions  make  the  work  much  more  valua- 
ble, and  it  must  be  accepted  as  the  most  complete 
monograph  on  the  subject,  certainly  in  our  own,  if 
not  even  in  any  other  language. — American  Journal 
Med.  Sciences,  Jan.  1867. 

This  is  the  most  complete  treatise  on  the  subject  in 
the  English  language. — Ranking'' s  Abstract,  Jan.lS67. 

A  mirror  of  all  that  is  valuable  in  modern  surgery. 
Richmond  Med.  Journal,  Nov.  1866. 


BEODIE'S  CLINICAL  LECTURES  ON  SURGERY. 
1  vol.  8vo.,  350  pp.;  cloth,  $1  25. 

HARWELL'S  TREATISE  ON  DISEASES  OP  THE 
JOINTS.  With  illustrations.  1  vol.  8vo.,  of  about 
500  pages  ;  extra  cloth,  $3  00. 

eOOPER'S  LECTURES  ON  THE  PRINCIPLES  AND 
Practice  of  Surgery.  In  one  very  large  octavo 
volume,  extra  cloth,  of  750  pages.    $2  00. 

GIBSON'S  INSTITUTES  AND  PRACTICE  OF  SUR- 
GERY. Eighth  edition,  improved  and  altered.  With 
thirty-four  plates.  In  two  handsome  octavo  vol- 
umes, about  1000  pages,  leather,  raised  bands.  $6  50 

JONES'   PRINCITLES   AND    PRACTICE   OF  OPH- 


THALMIC MEDICINE  AND  SURGERY.  With  one 
hundred  and  seventeen  illustrations.  Third  and 
revised  American,  with  Additions  from  the  second 
London  edition  In  one  haudsome  octavo  volume 
of  455  pages,  extra  cloth.  $3  25. 
MACKENZIE'S  PRACTICAL  TREATISE  ON  DIS- 
EASES AND  INJURIES  OF  THE  EYE.  From  the 
fourth  revised  and  enlarged  London  edition.  With 
Notes  and  Additions  by  Addinell  Hewson,  M.  D., 
Surgeon  to  Wills  Hospital,  &c.  &c.  In  one  very 
large  and  handsome  octavo  volume  of  1027  pages, 
extra  cloth,  with  plates  and  numerous  wood-cuts. 
$6  50. 
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rpOYNBEE  (JOSEPH),  F.  R.  S., 

-*-  Aural  Surgeon  to  and,  Lecturer  on  Surgery  at  St.  Mary's  Hospital. 

THE  DISEASES  OF  THE  EAR:  their  Nature,  Diagnosis,  and  Treat- 
ment.    With  one  hundred  engravings  on  wood.     Second  American  edition.     In  one  very 
handsomely  printed  octavo  volume  of  440  pages;  extra  cloth,  $4. 
The  appearance  of  a  volume  of  Mr.  Toynbee's,  there- 
fore, in  which  the  subject  of  aural  disease  is  treated 
in  the  most  scientific  manner,  and  our  knowledge  in 


respect  to  it  placed  fully  on  a  par  with  that  which 
we  possess  respecting  most  other  organs  of  the  body, 
is  a  matter  for  sincere  congratulation.  We  may  rea- 
sonably hope  that  henceforth  the  subject  of  this  trea- 
tise will  cease  to  be  among  the  opprobria  of  medical 
science. — London  Medical  Review. 


The  work,  as  was  stated  at  the  outset  oronr  notice, 
is  a  model  of  its  kind,  and  every  page  and  jMrat/raph 
of  it  an;  worthy  of  the  most  thorough  study.  Con- 
sidered all  in  all — as  an  original  work,  wH  I  written, 
philosophically  elaborated,  and  happily  illustrated 
with  cases  and.  drawings — it  is  by  far  the  ablest  mo- 
nograph that  has  ever  appeared  on  the  anatomy  and 
diseases  of  the  ear,  and  one  of  the  most  valuable  con- 
tributions to  the  art  and  science  of  surgery  in  the 
nineteenth  century. — N.  Am.  Med.-Chirurg.  Review. 


J  A  URENCE  [JOHN  Z.),  F.  R.  C.  S.,     and      TITO  ON  [ROBERT  C), 

Editor  of  the  Ophthalmic  Review,  &c.  House  Surgeon  to  the  Southward  Oph- 

thalmic Hospital,  &c. 

A  HANDY-BOOK  OF    OPHTHALMIC    SUPvGERY,  for  the  use  of 

Practitioners.     With  numerous  illustrations.     In  one  very  handsome  octavo  volume,  extra 
cloth.     $2  50.     (Just  Issued.) 

No  book  on  ophthalmic  surgery  was  more  needed. 
Designed,  as  it  is,  for  the  wants  of  the  busy  practi- 
tioner, it  is  the  neplus  ultra,  of  perfection.  It  epito- 
mizes all  the  diseases  incidental  to  the  eye  in  a  clear 
and  masterly  manner,  not  only  enabling  the  practi- 
tioner readily  to  diagnose  each  variety  of  disease,  but 
affording  him  the  more  important  assistance  of  proper 
treatment.  Altogether  this  is  a  work  which  ought 
certainly  to  be  in  the  hands  of  every  general  practi- 
tioner.— Dublin  Med.  Press  and  Circular,  Sept.  12,  '66. 

We  cordially  recommend  this  book  to  the  notice  of 
our  readers,  as  containing  an  excellent  outline  of 
modern  ophthalmic  surgery. — British  Med.  Journal, 
Octoher  13,  1866. 


Not  only,  as  its  modest  title  suggests,  a  "Handy- 
Book"  of  Ophthalmic  Surgery,  but  an  excellent  and 
well-digested  rtsumi  of  ail  that  is  of  practical  value 
in  the  specialty. — New  York  Medical  Journal,  No- 
vember, lSb'6. 

This  object  the  authors  have  accomplished  in  a 
highly  satisfactory  manner,  and  we  know  no  work 
we  can  more  highly  recommend  to  the  "busy  practi- 
tioner" who  wishes  to  make  himself  acquainted  with 
the  recent  improvements  in  ophthalmic  science.  Such 
a  work  as  this  was  much  wanted  at  this  time,  and 
this  want  Messrs.  Laurence  and  Moon  have  now  well 
supplied. — Am.  Journal  Med.  Sciences,  Jan.  1S67. 


TAWSON  (GEORGE).  F.  R.  C.  S.,  Engl. 

-*-*  Assistant  Surgeon  to  the  Royal  London  Ophthalmic  Hospital,  Moorfields,  &c. 

INJURIES  OF  THE  EYE,  ORBIT,  AND  EYELIDS :  their  Imme- 

diate  and  Remote  Effects.  With  about  one  hundred  illustrations.  In  one  very  hand- 
some octavo  volume,  extra  cloth,  $3  50.  (Now  Ready.) 
This  work  will  he  found  eminently  fitted  for  the  general  practitioner.  In  cases  of  functional 
or  structural  diseases  of  the  eye,  the  physician  who  has  not  made  ophthalmic  surgery  a  special 
study  can,  in  most  instances,  refer  a  patient  to  some  competent  practitioner.  Cases  "of  injury, 
however,  supervene  suddenly  and  usually  require  "prompt  assistance,  and  a  work  devoted  espe- 
cially to  them  cannot  but  prove  essentially  useful  to  those  who  may  at  any  moment  be  called  upon 
to  treat  such  accidents.  The  present  volume,  as  the  work  of  a  gentleman  of  large  experience 
may  be  considered  as  eminently  worthy  of  confidence  for  reference  in  all  such  emergencies. 

It  is  an  admirable  practical  book  in  the  highest  and  i  fulness  of  practical  knowledge.  We  predict  for  Mr. 
best  sense  of  the  phrase.  Copiously  illustrated  by  Lawson's  work  a  great  and  well-merited  success, 
excellent  woodcuts,  and  with  well-selected,  well-  We  are  confident  that  the  profession,  and  especially  j 
described  cases,  it  is  written  in  plain,  simple  Ian-  as  we  have  said,  our  country  brethren,  will  feel 
guage,  and  in  a  style  the  transparent  clearness  and  !  grateful  to  him  for  having  given  them  in  it  a  guide 
frankness,  so  to  speak,  of  which,  add  greatly  to  its  j  and  counsellor  fully  up  to  the  most  advanced  state  of 
value  and  usefulness.  Only  a  master  of  his  subject  I  Ophthalmic  Surgery,  and  of  whom  they  can  make  a 
eould  so  write  ;  every  topic  is  handled  with  an  ease,  trusty  and  familiar  friend. — London  Medical  Tunes 
decision,  and  straightforwardness,  that  show  the  and  Gazette,  May  18,  1867. 
skilful  and  highly  educated  surgeon  writing  from  I 

.  rp HO  MP  SON  (SIR  HENRY~ 

•*-  Surgeon  and  Professor  of  Clinical  Surgery  to  University  College  Hospital. 

LECTURES  ON  DISEASES  OF  THE  URINARY  ORGANS.    With 

illustrations  ou  wood.     In  one  neat  octavo  volume.      (Preparing  for  early  publication.) 


-\fORLAND  (W.  W.),  M.D. 


DISEASES  OF  THE  URINARY  ORGANS;  a  Compendium  of  their 

Diagnosis,  Pathology,  and  Treatment.  With  illustrations.  In  one  large  and  handsome 
octavo  volume  of  about  600  pages,  extra  cloth.     $3  50. 

Taken  as  a  whole,  we  can  recommend  Dr.  Morland"s  I  of  every  medical  or  surgical  practitioner. Brit,  and 

compendium  as  a  very  desirable  addition  to  the  library  |  For.  Med.-Chir.  Review,  April,  1S59. 

QURLING  (T.B.),  F.R.S., 

Surgeon  to  the  London  Hospital,  President  of  the  Hunterian  Society,  &e. 

A  PRACTICAL   TREATISE   ON   DISEASES   OF   THE   TESTIS, 

SPERMATIC  CORD,  AND  SCROTUM.  Second  American,  from  the  second  and  enlarged 
English  edition.  In  one  handsome  octavo  volume,  extra  cloth,  with  numerous  illustra- 
tions,    pp.  420.     $2  00. 
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TUALES  {PHILIP  S.),  M.  D.,  Surgeon  U.  S.  N. 
MECHANICAL  THERAPEUTICS:  a  Practical  Treatise  on  Surgical 

Apparatus,  Appliances,  and  Elementary  Operations:  embracing  Minor  Surgery,  Band- 
aging,  Orthopraxy,  and  the  Treatment  of  Fractures  and  Dislocations.  With  six  hundred 
and  forty-two  illustrations  on  wood.  In  one  large  and  handsome  octavo  volume  of  about 
700  pages:  extra  cloth,  $5  75;  leather,  $6  75.     (Just  Issued.) 

A  Naval  Medical  Board  directed  to  examine  and  report  upon  the  merits  of  this  volume,  officially 
states  that  "  it  should  in  our  opinion  become  a  standard  work  in  the  hands  of  every  naval  sur- 
geon ;"  and  its  adoption  for  use  in  both  the  Army  and  Navy  of  the  United  States  is  sufficient 
guarantee  of  its  adaptation  to  the  needs  of  every-day  practice. 


The  title  of  this  book  will  give  a  reasonably  good 
idea  of  its  scope,  but  its  merits  can  only  be  appreci- 
ated by  a  careful  perusal  of  its  text.  No  one  who  un- 
dertakes such  a  task  will  have  any  reason  to  com- 
plain that  the  author  has  not  performed  his  duty,  and 
has  not  taken  every  pains  to  present  every  subject  in 
a  clear,  common-sense,  and  practical  light.  It  is  a 
unique  specimen  of  literature  in  its  way,  in  that, 
treating  upon  such  a  variety  of  subjects,  it  is  as  a 
whole  so  completely  up  to  the  wants  of  the  student 
and  the  general  practitioner.  We  have  never  seen 
any  work  of  its  kind  that  can  compete  with  it  in  real  I 
utility  and  extensive  adaptability.  Dr.  Wales  per-  ' 
fectly  understands  what  may  naturally  be  required 
of  him  in  the  premises,  and  in  the  work  before  us  has 
bridged  over  a  very  wide  gap  which  has  always  here- 
tofore existed  between  the  first  rudiments  of  surgery 
and  practical  surgery  proper.  He  has  emphatically 
given  us  a  comprehensive  work  for  the  beginuer  ;  and 
when  we  say  of  his  labors,  that  in  their  particular 
sphere  they  leave  nothing  to  be  desired,  we  assert  a 
great  deal  to  recommend  the  book  to  the  attention  of 
those  specially  concerned.  In  conclusion,  we  would 
state,  at  the  risk  of  reiteration,  that  this  is  the  most 
comprehensive  book  on  the  subject  that  we  have  seen  ; 
,  is  the  best  that  can  be  placed  in  the  hands  of  the  stu- 
dent in  need  of  a  first  book  on  surgery,  and  the  most 
useful  that  can  be  named  for  such  general  practition- 
ers who,  without  any  special  pretensions  to  surgery, 
are  occasionally  liable  to  treat  surgical  cases. — N.  ¥. 
Med.  Record,  March  2,  1S68. 

It  is  certainly  the  most  complete  and  thorough  work 
of  its  kind  in  the  English  language.  Students  and 
young  practitioners  of  surgery  will  find  it  invaluable. 
It  will  prove  especially  useful  to  inexperienced  coun- 
try practitioners,  who  are  continually  required  to 
take  charge  of  surgical  cases,  under  circumstances 
precluding  them  from  the  aid  of  experienced  surgeons. 
— Pacific  Med.  and  Surg.  Journal,  Feb.  1868. 

This  is  a  most  complete  and  elegant  work  of  673 
pages,  and  is  certainly  well  deserving  of  the  com- 
mendation of  every  American  surgeon.  This  work, 
besides  its  usefulness  as  a  reference  for  practitioners, 
is  most  admirably  adapted  as  a  text-book  for  students. 
Its  6t2  illustrations  in  wood-cuts,  represent  every  man- 
ner of  surgical  appliance,  together  with  a  minute  de- 
scription of  each,  the  name  of  its  inventor,  and  its  prac- 
tical utility  in  mechanical  surgery.  There  is,  perhaps, 
no  work  in  the  English  language  so  complete  in  the 
description  and  detail  of  surgical  apparatus  and  ap- 
pliances as  this  one.  The  entire  work  entitles  the  au- 
thor to  great  credit  for  his  clear  and  distinct  style  as 
a  writer,  as  well  as  for  his  accuracy  of  observation 
and  great  research  in  the  field  of  surgery.  We  ear- 
nestly recommend  every  member  of  the  profession  to 
add  a  copy  of  it  to  his  libi-ary,  with  the  assurance 
that  he  will  find  some  useful  suggestion  in  the  treat- 
ment of  almost  every  surgical  case  that  may  come 
under  his  observation. — Humboldt  Med.  Archives, 
Feb.  1S6S. 


It  is  the  completestbook  on  these  subjects  we  know 
of,  and  it  cannot  fail  to  be  exceedingly  useful  to  the 
busy  practitioner,  especially  to  the  busy  country  phy- 
sician who  has  thrown  upon  his  care  something  of 
surgery  in  its  various  details,  with  all  manner  of  gene- 
ral practice,  and,  therefore,  may  often  wish  to  refresh 
himself  as  to  the  most  convenient  and  elegant  modes 
of  dressings  and  manipulations. — Cincinnati  Lancet 
and  Observer,  Jan.  1868. 

We  have  examined  Dr.  Wales'  book  with  much 
care,  and  believe  that  his  labor  will  greatly  benefit 
the  practitioner  of  surgery.  It  seems  to  us  especially 
beneficial  to  the  country  medical  practitioner  who  is 
surgeon,  physician,  and  obstetrician,  as  occasion  re- 
quires. We  commend  the  work  to  our  readers  as  a 
most  useful  one. — Nashville  Med.  and  Surg.  Journal, 
Jan.  1868. 

The  title  of  the  above  work  is  sufficiently  indica- 
tive of  its  contents.  We  have  not  seen  for  a  long 
time  (in  the  English  language)  a  treatise  equal  to  this 
in  extent,  nor  one  which  is  better  adapted  to  the 
wants  of  the  general  student  and  practitioner.  It  is 
not  to  the  surgeon  alone  that  this  book  belongs ;  the 
physician  has  frequent  opportunities  to  fill  an  emer- 
gency by  such  knowledge  as  is  here  given.  Every 
practitioner  should  make  purchase  of  such  a  book — 
it  will  last  him  his  lifetime. — St.  Louis  Med.  Re- 
porter, Feb.  1868. 

A  useful  book  is  always  a  necessary  one,  and  that 
this  book  is  eminently  one  of  that  character,  needs 
but  a  glance  at  its  pages  to  show.  It  certainly  de- 
serves a  place  in  the  library  of  every  physician. — 
Leavenworth  Med.  Herald,  Feb.  186S. 

The  book  seems  to  be  complete  in  every  respect, 
and  is  a  welcome  addition  to  our  shelves. — Boston 
Med.  and  Surg.  Journal,  Jan.  9,  1868. 

In  our  opinion  it  is  a  good  book,  and  one  which 
every  student  and  practitioner  needs  in  his  library. 
Especially  would  its  value  be  appreciated  by  the  sur- 
geon whose  field  of  practice  is  anywise  remote  from 
the  larger  cities. — Chicago  Med.  Journal,  Jan.  1S6S. 

This  volume  will  be  a  useful  acquisition  to  a  large 
number  of  the  working  members  of  the  medical  pro- 
fession in  this  country.  Practitioners  will  find  mate- 
rial aid  and  encouragement  in  its  pages  which  they 
could  nowhere  else  obtain,  to  the  same  extent,  in  so 
convenient  a  form. — Am.  Journal  Med.  Sciences, 
Jan.  1S68. 

He  must  be  a  blockhead  indeed  who,  after  study- 
ing this  portion  of  the  book  before  us,  fails  to  adapt 
himself  to  the  emergency  of  any  case,  for  we  find 
here  described  pretty  much  every  contrivance  ever 
devised,  and  we  can  hardly  conceive  of  that  combi- 
nation of  circumstances  which  would  deprive  us  of 
all  these  means  of  assistance,  and  the  absence  of  one 
or  more  of  the  usual  aids  would  only  stimulate  the 
ingenuity  to  devise  some  other  plan  of  relief. — New 
York  Med.  Journal,  May,  1S6S. 


ASHTON-(T.  J.) 
ON  THE   DISEASES,  INJURIES,  AND  MALFORMATIONS   OP 

THE  RECTUM  AND  ANUS;  with  remarks  on  Habitual  Constipation.    Second  American, 
from  the  fourth  and  enlarged  London  edition.     With  handsome  illustrations.     In  one  very 
beautifully  printed  octavo  volume  of  about  300  pages.     $3  25.     (Just  Issued.) 
We  can  recommend  this  volume  of  Mr   Ashton's  in 

the  strongest  terms,  as  containing  all  the  latest  details 

of  the  pathology  and  treatment  of  diseases  connected 

with  the  rectum. — Canada  Med.  Journ.,  March,  1866. 


One  of  the  most  valuable  special  treatises  that  the 
physician  and  surgeon  can  have  in  his  library. — 
Chicago  Medical  Examiner,  Jan.  1S66. 


The  short  period  which  has  elapsed  since  the  ap- 
pearance of  the  former  American  reprint,  and  the 
numerous  editions  published  in  England,  are  the  best 
arguments  we  can  offer  of  the  merits,  and  of  the  use- 
lessness  of  any  commendation  on  our  part  of  a  book 
already  so  favorably  known  to  our  readers. — Boston 
Mid.  and  Surg.  Journal,  Jan.  25,  1866. 
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rfAYLOR  [ALFRED  S.),  M.D., 

-*-  Lecturer  on  Mad,  Jurisp.  and  Chemistry  in  Guy's  Hospital. 

MEDICAL   JURISPRUDENCE.     Sixth  American,  from    the   eighth 

and  revised  London  edition.     With  Notes  and  References  to  American  Decisions,  bj  ClB- 

ment  B.  Penrose,  of  the  Philadelphia  Bar.     In   one  large  octavo  volume  of  770  pages, 

extra  cloth,  $4  50  ;  leather,  $5  50.      (Just  Issued.) 

Considerable  additions  have  been  made  by  the  editor  to  this  edition,  comprising  some  important 

sections  from  the  author's  larger  work,  "  The  Principles  find  Practice  of  Medical  Jurisprudence, '' 

as  well  as  references  to  American  law  and  practice.     The  notes  of  the  former  editor,  Dr.  Narts- 

horne,  have  likewise  been  retained,  and  the  whole  is  presented  as  fully  worthy  to  maintain  tl<* 

distinguished  position  which  the  work  has  acquired  as  a  leading  text-book  and  authority  on  the 

subject. 


A  new  edition  of  a  work  acknowledged  as  a  stand- 
ard authority  everywhere  within  the  range  of  the 
English  language.  Considering  the  new  matter  intro- 
duced, on  trichiniasis  and  other  subjects,  and  the 
plates  representing  the  crystals  of  poisons,  etc.,  it  may 
fairly  be  regarded  as  the  most  compact,  comprehen- 
sive, and  practical  work  on  medical  jurisprudence 
which  has  issued  from  the  press,  and  the  one  best 
fitted  for  students. — Pacific  Med.  and  Surg.  Journal, 
Feb.  1867. 

The  sixth  edition  of  this  popular  work  comes  to  us 
in  charge  of  a  new  editor,  Mr.  Penrose,  of  the  Phila- 
delphia bar,  who  has  done  much  to  render  it  useful, 
not  only  to  the  medical  practitioners  of  this  country, 
but  to  those  of  his  own  profession.  Wisely  retaining 
the  references  of  the  former  American  editor,  Dr. 
Hartshorne,  he  has  added  many  valuable  notes  of  his 
own.  The  reputation  of  Dr.  Taylor's  work  is  so  well 
established,  that  it  needs  no  recommendation.  He  is 
now  the  highest  living  authority  on  all  matters  con- 
nected with  forensic  medicine,  and  every  successive 
edition  of  his  valuable  work  gives  fresh  assurance  to 
his  many  admirers  that  he  will  continue  to  maintain 
his  well-earned  position.  No  one  should,  in  fact,  be 
without  a  text-book  on  the  subject,  as  he  does  not 
know  but  that  his  next  case  may  create  for  him  an 
emergency  for  its  use.  To  those  who  are  not  the  for- 
tunate possessors  of  a  reliable,  readable,  interesting, 
and  thoroughly  practical  work  upon  the  subject,  we 
would  earnestly  recommend  this,  as  forming  the  best 
groundwork  for  all  their  future  studies  of  the  more 


elaborate  treatises. — New  York  Medical  Record,  Feb. 
15,  1867. 

The  present  edition  of  this  valuable  manual  is  a 
great  improvement  on  those  which  have  preceded  it. 
Some  admirable  instruction  on  the  subject  of  evidence 
and  the  duties  and  responsibilities  of  medical  wit- 
nesses has  been  added  by  the  distinguished  author, 
and  some  fifty  cuts,  illustrating  chiefly  the  crystalline 
forms  and  microscopic  structure  of  substances  used 
as  poisons,  inserted.  The  American  editor  lias  also 
introduced  several  chapters  from  Dr.  Taylor's  larger 
work,  "The  Principles  and  Practice  of  Medical  Juris- 
prudence," relating  to  trichiniasis,  sexual  malforma- 
tion, insanity  as  affecting  civil  responsibility,  suicidal 
mania,  and  life  insurance,  &c,  which  add  considerably 
to  its  value.  Besides  this,  he  has  introduced  nume- 
rous references  to  cases  which  have  occurred  in  this 
country.  It  makes  thus  by  far  the  best  guide-book 
in  this  department  of  medicine  for  students  and  the 
general  practitioner  in  our  language. — Boston  Med. 
and  Surg.  Journal,  Dec.  27,  1866. 

Taylor's  Medical  Jurisprudence  has  been  the  text- 
book in  our  colleges  for  years,  and  the  present  edi- 
tion, with  the  valuable  additions  made  by  the  Ameri- 
can editor,  render  it  the  most  standard  work  uf  the 
day,  oa-the  peculiar  province  of  medicine  on  which 
it  treats.  The  American  editor,  Dr.  Hartshorne,  has 
done  his  duty  to  the  text,  and,  upon  the  whole,  we 
cannot  but  consider  this  volume  the  best  and  richest 
treatise  on  medical  jurisprudence  in  our  language. — 
Brit.  Am.  Med.  Journal. 


JYINSL0W  {FORBES),  M.D.,  D.C.L.,  £c. 

ON  OBSCURE  DISEASES  OF  THE  BRAIN  AND  DISORDERS 

OF  THE  MIND;  their  incipient  Symptoms,  Pathology,  Diagnosis,  Treatment,  and  Pro- 
phylaxis. Second  American,  from  the  third  and  revised  English  edition.  In  one  handsome 
octavo  volume  of  nearly  600  pages,  extra  cloth.     $4  25.     (Just  Issued.) 


Of  the  merits  of  Dr.  Winslow's  treatise  the  profes- 
sion has  sufficiently  judged.  It  has  taken  its  place  in 
the  front  rank  of  the  works  upon  the  special  depart- 
ment of  practical  medicine  to  which  it  pertains. — 
Cincinnati  Journal  of  Medicine,  March,  1866. 

It  is  an  interesting  volume  that  will  amply  repay 
for  a  careful  perusal  by  all  intelligent  readers. — 
Chicago  Med.  Examiner,  Feb.  1866. 

A  work  which,  like  the  present,  will  largely  aid 
the  practitioner  in  recognizing  and  arresting  the  first 
insidious  advances  of  cerebral  and  mental  disease,  is 
one  of  immense  practical  value,  and  demands  earnest 
attention  and  diligent  study  on  the  part  of  all  who 
have  embraced  the  medical  profession,  and  have 
thereby  undertaken  responsibilities  in  which  the 
welfare  and  happiness  of  individuals  and  families 
are  lai'gely  involved.  We  shall  therefore  close  this 
brief  and  necessarily  very  imperfect  notice  of  Dr. 
Winslow's  great  and  classical  work  by  expressing 


our  conviction  that  it  is  long  since  so  important  and 
beautifully  written  a  volume  has  issued  from  the 
British  medical  press.  The  details  of  the  manage- 
ment of  confirmed  cases  of  insanity  more  nearly  in- 
terest those  who  have  made  mental  diseases  their 
special  study;  but  Dr.  Winslow's  masterly  exposi- 
tion of  the  early  symptoms,  and  his  graphic  descrip 
tions  of  the  insidious  advances  of  incipient  insanity, 
together  with  his  judicious  observations  on  the  treat- 
ment of  disorders  of  the  mind,  should,  we  repeat,  be 
carefully  studied  by  alL  who  have  undertaken  the 
responsibilities  of  medical  practice. — Dublin  Medical 
Press. 

It  is  the  most  interesting  as  well  as  valuable  book 
that  we  have  seen  for  a  long  time.  It  is  truly  fasci- 
nating.— Am.  Jour.  Med.  Sciences. 

Dr.  Winslow's  work  will  undoubtedly  occupy  an 
unique  position  in  the  medico-psychological  litera- 
ture of  this  country. — London  Med.  Review. 


TEA  [HENRY  G.) 

SUPERSTITION    AND    FORCE:    ESSAYS    ON    THE   WAGER   OF 

LAW,  THE  WAGER  OF  BATTLE,  THE  ORDEAL,  AND  TORTURE.     In  one  hand- 
some volume  royal  12mo.,  of  406  pages ;  extra  cloth,  $2  50. 


The  copious  collection  of  facts  by  which  Mr.  Lea  has 
illustrated  his  subject  shows  in  the  fullest  manner  the 
constant  conflict  and  varying  success,  the  advances 
and  defeats,  by  which  the  progress  of  humane  legisla- 
tion has  been  and  is  still  marked.  This  work  fills  up 
with  the  fullest  exemplification  and  detail  the  wise 
remarks  which  we  have  quoted  above.  As  a  book  of 
ready  reference  on  the  subject  it  is  of  the  highest 
value. —  Westminster  Review,  Oct.  1867. 

When — half  iu  spite  of  hifhself,  as  it  appears — he 
sketches  a  scene  or  character  in  the  history  of  legalized 
error  and  cruelty,  he  betrays  so  artistic  a  feeling,  and 


a  humor  so  fine  and  good,  that  he  makes  ns  regret  it 
was  not  within  his  intent,  as  it  was  certainly  within 
his  power,  to  render  the  whole  of  his  thorough  work 
more  popular  in  manner. — Atlantic  Monthly,  Feb.  '67. 
This  is  a  book  of  extraordinary  research.  Mr.  Lea 
has  entered  into  his  subject  con  amore ;  and  a  more 
striking  record  of  the  cruel  superstitions  of  our  un- 
happy Middle  Ages  could  not  possibly  have  been  com- 
piled. ...  As  a  work  of  curious  inquiry  on  certain 
outlying  points  of  obsolete  law,  "Superstition  and 
Force"  is  one  of  the  most  remarkable  books  we  have 
met  with. — London  Athenaum,  Nov.  3,  1866. 
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